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INFANT DIET MATERIALS 


These valuable Infant Diet Materials are 
offered for your consideration and approval: 


MEAD’S DEXTRI-MALTOSE 


Used in the modification 
of regular milk mixtures 


e 


MEAD’S CASEC 


Used in the feeding of infants with fermentative diarrhea 
+7 


MEAD’S COD LIVER OIL 


A tested Antirachitic Agent 
7 
MEAD JOHNSON & COMPANY 


Evansville, Indiana, U. S. A. 
Manufacturers of Infant Diet Materials 


INFANT DIET ATERIA LS 














MEAD JOHNSON & COMPANY, 
Evansville, Indiana 
Gentlemen: — 
Send me the following literature and samples checked: 
0 Mead’s Dextri-Maltose 
O Mead’s Casec 
0 Mead’s Cod Liver Oil 
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CLEFT LIP AND PALATE: THE CORRECTION 
OF LATE DEFORMITIES RESULTING 
FROM NEGLECT OR IMPROPER 
TREATMENT* 





Rosert Emmett Farr, M.D. 
Minneapolis 





The anguish resulting from the birth of a child 
with cleft lip and palate is most distressing. This 
is true even though these deformities are corrected 
in early childhood——an achievement demanding 
special training, judgment and the highest type of 
surgical skill. In cases in which neglect or vary- 
ing degrees of failure follow attempts to restore 
the deformed parts to normal, this torture not only 
continues to haunt the relatives of these unfortu- 
nate individuals, but, all too soon, they themselves 
begin to feel the pangs and continue to suffer 
until proper restoration is accomplished. Unfor- 
tunately, this suffering is accentuated as the patient 
approaches maturity and becomes more able to 
appreciate the “slough of despond” in which he 
finds himself. The fact that most parents are prone 
to consider themselves, in some mysterious man- 
ner, directly responsible for their offspring’s mis- 
fortune serves but to increase their sorrow and 
to foster the hope, in not a few instances, that such 
a child may not reach maturity. That many of 
these children do not survive long unless properly 
treated is also well known. 


The acquiescence of parents to operative pro- 
cedure is usually easily obtained, provided hope 
is extended to them. Thus the physician who first 
comes into contact with cases of this nature is 
confronted by an obligation of the greatest impor- 
tance. In giving advice, it is obviously his duty 
to instruct the child’s sponsors regarding the pos- 
sibilities presented by surgical art to cope with 
these condtiions. He should, therefore, be pre- 
pared not only to advise surgical restoration, but 


*Clinical talk presented at the 57th Annual Meeting 
of the Minnesota State Medical Association at Minne- 
apolis, April 27-29, 1925. 


should likewise be willing to submerge any selfish 
interests with which he may be inspired, for those 
of the child and diligently attempt to place the 
unfortunate babe in the hands of someone who is 
well equipped to properly make such restoration. 

The comparative rarety of these conditions, abet- 
ted by the willingness of the average surgeon in 
general practice to accept them for treatment, re- 
sults in three main outstanding sequele: (1) 
through lack of special experience, a poor or at 
least a mediocre result is likely to obtain; (2) 
poor results have an inhibitory effect upon those 
in charge of the afflicted in the territories in which 
they live; (3) the acceptance of such cases by 
those who are unprepared to properly treat them 
necessarily decreases the opportunity for obtain- 
ing experience by surgeons who have special 
adaptability and training for this class of work, 
thus lowering the general efficiency of the profes- 
sion. 

It is also most unfortunate that after primary 
surgical failure secondary operations are made 
much more difficult. This is accounted for by the 
advance in the patient’s age, the presence of scar 
tissue, the lessening of the amount of soft tissue 
resulting from contraction, interference with nerve 
and blood supply and loss by excision of tissue at 
any primary operation. Sloughing may also be an 
important factor. 

PRINCIPLES INVOLVED 

Cosmetic and functional eventualities are the 
important desiderata. The cosmetic result will 
depend upon the readjustment of the separated 
segments of the superior maxille and the soft tis- 
sues of the lip. Function will depend largely upon 
closure of the palate, its length, the application 
of orthodontia and subsequent speech tutelage. 

Unfortunately, there is some disagreement among 
those of wide experience regarding the manage- 
ment of complete clefts. As this message deals 


more particularly with my personal experience, 
references to the methods which I have found most 
satisfactory will be made as the different phases 
of the subject are developed. A symmetrical, well- 
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shaped nose, a comely lip and a long, - flexible, 
well-functioning palate are the chief objectives. 
As the obtaining of these ideals comprehends an 
inter-relation of each one with the others, they can- 
not well be discussed separately. 








Fig. 1. Shows nasal depression with shortening of 
the columella in the adult. Also outline of flap for 
new columella. Compare with Figures 3, 4 and 8. 


My experience shows that about one-half of the 
cases of cleft lip and palate that I have been called 
upon to treat have passed the period of infancy 
and that the lip, at least, had been operated upon. 
In a fair percentage of cases had one or several 
attempts also been made to close the palate. In 


no case in which-the lip only had been closed in 
infancy (with the exception of those of the tri- 
partite type) was the nose found to be symmetri- 
cally placed. In most instances, in addition to its 
lateral deviation, one side was found to be de- 
pressed, the direction of the long axis of one nos- 
tril was found to be asymmetrical with its fellow, 
the lip was thin and not infrequently too short and 
“notched” and the alveolar borders were found 
separated to a greater or lesser degree. In a num- 
ber of cases, patients whose lips only had been 
united in early infancy (one to three weeks old) 
the patient on admission could place the point of 
his index finger between the alveolar borders and 
the lateral bony segments of the palate were found 
widely separated, especially posteriorly. The seg- 
ment to which the premaxilla was attached, as a 
rule, projected. anteriorly far beyond its fellow 
and carried with it forward and laterally the 
nasal septum. The condition and amount of tissue 
which might be employed in closing the palate 
was usually found dependent upon the number of 
attempts at closure that had been made and the 
amount of soft tissue which had been removed 
when making these repairs or had sloughed fol- 
lowing the attempt. Failure to narrow the bony 
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diastasis in early infancy usually increased the 
difficulties encountered. A view of the patier! in 
profile usually showed an extremely thin upper 
and a projecting lower lip giving the familiar 
“fish-mouth” appearance. The silhouette of <uch 
a case was as a rule even more hideous in instances 
in which the premaxilla had been removed or had 
been depressed too far posteriorly on account of 
the marked diastasis of the osseous alveolar bor- 
ders. Depression of the tip of the nose with only 
a rudimentary columella was found all too fre- 
quently, especially in the tripartite type (Fig. 1).* 
It may be of some significance to note that in but 
a small percentage of these cases had the methods 
of Brophy, as outlined by the writer in a recent 
article, been carried out. This small percentage 
consisted of patients upon whom the writer had 
previously operated and in each instance failure 
had been due to faulty technic, to-wit: some vari- 
ation from Brophy’s teaching. Our greatest diff- 
culty in obtaining the desired result has been in 
our inability to overcome the depression of the tip 
of the nose with its accompanying shortening of 
the columella. Next to this our greatest trouble 
has resulted from failure to obtain firm bony 
union between the separated bony segments. This 
is entirely a technical matter and is due to failure 
to denude the bone so that cancellous tissue may 
be approximated or to failure to maintain the 
bones in position for a sufficient length of time by 
the means of silver wires and lead plates as rec- 
ommended by Brophy. 
TREATMENT 

In considering the treatment of these conditions 
it may be well to refer more particularly to the 
individual defects. 

The Nose.—In the late cases in which the bony 
diastasis was great we have not hesitated to frac- 
ture the alveolar process upon the projecting side 
by driving a chisel posterior to the second canine 
tooth. The muco-peristeum is then deflected down- 
ward towards the mouth and the bony surfaces of 
the alveolar process and the premaxilla firmly 
united by means of silver wire. This procedure 
will usually bring the tip of the nose to the mid- 
line, but in order to complete nasal symmetry it 
may be necessary to fracture the nasal bone and 
hold it in an overcorrected position either by intra- 
nasal means or by means of a splint (Fig. 2). 


*See also Figures 4, 8, 11 and 12. 
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A 

Fig. 2. Shows O. D. before 
splint in A and nasal symmetry in B 

The size and direction of the nasal openings 

may be made to correspond by means of a plastic 

operation on the soft tissues. The elevation of the 

nasal tip carrying with it, as it does, the necessity 


for the elongation of the columella may present ~ 


considerable difficulty. The simplest procedure is 
to raise a pedicle flap from the center of the upper 


\\\uiihli 


Fig. 3. 
sected free, nasal tip elevated; 
from lip. (See Figures 8 and 12.) 
Compare with Figures 5 and 7. 
septum when necessary. 


and after fracture of the 


Shows two methods of obtaining a new columella. 
(C) Nasal flap sutured into position; 

(F) Flap dissectedfree, nasal tip elevated. 
(H) Suture complete. 


nasal bones and alveolar process. Note wooden 


lip which is to be followed by the closure of the 
remaining defect. However, the tissue at the cen- 
ter of the lip may, on account of scar formation, 
be of such nature that some other field must be 
invaded in order to obtain a flap. Figures 3, 4, 
5, 11 and 12 show methods of using a pedicle flap 


from a part of the cheek or lip. In case the nose 
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(A) Outline of. flap from cheek ; 


(B) Flap dis- 
(D) Suture compléte; (E) Outline of flap 
(G) Flap sutured into position. 


(See Figures 5 and 7.) (X) Point of division of nasal 














564 


cannot be elevated sufficiently without it, we do 
not hesitate to divide the septum vertically at the 
lower end close to its origin (Fig. 3-FX). In 
suturing the defect in the cheek (Fig. 3-BC) a 
transverse line of closure is made in order to avoid 





tion” Note thinness and notching of lip and. absence 
of columella. 

drawing the nose to one side. In securing the flap 
from the lip (Fig. 3-EFGH) the skin only is raised 
and the lower incision follows the muco-cutaneous 
junction (compare with Fig. 5). In any case soft 
rubber tubes are placed in the nose and anchored 
to the forehead with silk-worm gut mattress sutures 
which are tied over gauze buttons (Fig. 6). In 
addition the implantation of cartilage or celluloid 
may be found necessary in order to maintain an 
elevated position of the tip of the nose. In the 
case of O.E. (Fig. 8) celluloid was used. (See 
also Figures 4, 11 and 12.) 

The Lip.—The conditions most often presenting 
in these cases were as follows: The lip was not 
of sufficient length or thickness, notched, asym- 
metrical, inverted, retracted or, as in Figure 9, 
contained a fistulous opening. In overcoming these 
defects one must have in mind certain objectives. 
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Overcorrection describes these, perhaps, as well «3 
any discussion could. Technically, one should nut 
hesitate to divide the lip boldly, preferably alorz 
the lines of the old scar, which should be excise:|, 
and to thoroughly mobilize the segments by mak- 
ing incisions along the normal physiological lines. 
These are, an extension at the angle of the moutl, 
along the base of the nose, around the ala or along 
the “laughing” wrinkle. By so doing, a minimum 
amount of scar will result and the lip may be 
shaped as desired. Thickness may be obtained by 
the method shown in Figure 10, and Figure 11 
shows the manner of applying the sutures (see also 
Fig. 12). 
from the cheeks one may evert the mucous mem- 


With or without appropriating tissue 


brane after excising a v-shaped piece of skin just 
above the muco-cutaneous border. 





Fig. 5. 
3H) into position. 


Shows B. D. after healing of flap (Figure 


The Palate-——In children who have not as yet 
erupted their permanent teeth the closure of the 
palate is much simplified by the preliminary ex- 
traction of the deciduous set. It is then possible, 


after a delay of three or four months, to utilize 
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the tissue from the gums or the cheeks in case the 
necessity arises. Extreme care in elevating the soft 
parts, broad approximation of surfaces by horse- 
hair sutures, lengthening the soft palate, the avoid- 
ance of tension by the use of fine annealed silver 
wire and lead plates and vigilant after-treatment 
are most important considerations. 

In children past fourteen and in adults we have 
used local anesthesia in repairing the palate and 
find it to be of decided advantage. One has the 
patient’s co-operation and the infiltration offers an 
aid in elevating the flaps. The lungs remain clear. 

In all cases, whether in children or adults, the 
healing of the palate will depend, not only upon a 
minimum amount of traumatism inflicted during 
the mobilization, but upon the presence of local- 
ized or generalized infection in the individual at 
the time of operation. Young children or infants 
should be detained in hospital for several days 
before operation for observation, as acute infec- 


tions are especially apt to be picked up by them 


while traveling. In older patients, malaise, ele- 
vation of temperature, leucocytosis or congestion 
of the mucous membranes or the naso-pharynx 
should be sufficient to cause one to defer operation 
until a normal condition of health is assured. 

In palates in which no previous effort at repair 
has been made, and in which bony diastasis has 
been overcome, lateral incisions are, as a rule, un- 





Fig. 6. Shows method of retaining nose in elevated 
position during healing. 
necessary. The vital point in making the separa- 
tion between the bone and the muco-periosteum 
lies at the junction of the hard and the soft palate. 
The elevation should be begun along this line and 
should be preceded by a short incision with a sharp 





scalpel. Through this incision the elevator is in- 
troduced and under the guidance of the eye and 
finger sensation, its point is made to follow the 
bony surface lateralward and just posterior to the 
origin of the last molar on each side. A special 





Fig. 7. Shows a fair lip and a perfect nose after 
the operation shown in Figure 3-EFGH was per- 
formed. (See also Figure 5.) 


effort is required in order to prevent the tip of the 
elevator from perforating the mucous membrane 
just posterior to the last molar, as such perforation 
usually portends possible injury to the blood or 
nerve supply, so important to this region. Curved 
elevators with large handles serve the purpose best 
and not infrequently the forcing of a small sponge 
between the bone and muco-periosteum will serve 
not only to arrest hemorrhage, but will allow one 
to separate the tissues with the least amount of 
trauma. Posteriorly the edges of the soft palate 
should be split rather than pared, a pointed knife 
being used for this purpose. In this manner the 
soft tissues may be conserved. We would even 
advise the splitting of each half of the uvula by 
a continuation of the incision backward. Anterior- 
ly, the mesial borders, which will be found some- 
what ragged and irregular, may be pared slightly 
and the elevation should be so complete that the 
soft tissues will overlap at least 1 cm. without 


tension. Two or three fine silver wire tension 
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sutures are now introduced by means of leaders 
of loops of fine linen or silk thread upon sharp 
curved fine needles. It is our custom to pass one 





Fig. 8. Shows O. E. after the operation as shown 
in Figure 3-ABCD was performed. In this case it was 
necessary to insert celluloid in the nose to maintain 
the tip in an elevated position. 


fine silver wire far posteriorly through the glosso- 
About 1 cm. in front of this 
a double wire is passed and a single wire is then 
placed anteriorly with about the same spacing. 


pharyngeal muscles. 
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A 
Fig. 9. Shows O. A. (Lip only operated upon in 
inserted and the thin notched lip which is so commonly seen. 


Provided the soft tissues have been sufficientiy 
freed and the soft palate split rather deeply, it 
will be found that a broad approximation can be 
made posteriorly. by the means of sutures. The 
upper or nasal border is united by means of a 
continuous fine chromic gut suture, the oral border 
by horsehair. Other things being equal, the heal.- 
ing of the anterior half of the palate will.depend 
upon the broad approximation of the lateral sur- 
faces. This is best accomplished by means of a 
continuous mattress or right-angled suture which 
everts the mobilized. borders toward the oral” 
cavity. After the introduction of this suture the 
everted edges may be united by fine interrupted 
horsehair stitches. 

After the construction of the palate is complete 
the wire tension sutures may be adjusted over lead 
plates. One of the central wires is united by tor- 
sion to the posterior, the other to the anterior wire. 
After torsion is begun the twisted ends may be 
grasped by means of a fine needle holder or artery 
forceps and the wires brought to the proper ten- 
sion. Brophy states that this device not only re- 
lieves the tension. on the central lines of suture, 
but in addition acts as a splint for the newly 
formed palate, puts the glosso-pharyngeal muscles 
out of commission for the time being and further- 
more prevents the patient from forcing the tongue . 
against the palate on account of. the unpleasant 
sensation produced by the protruding ends of the 
wires. 








infancy). 
B shows the asymmetry of the nose met with 
in these cases of a complete cleft which has been neglected in infancy. 


early A shows a lip fistula with a probe 
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In younger children postoperative tube feeding 
through the nose is desirable. An antiseptic mouth 
wash is to be recommended. The portion of the 





Fig. 10. Shows the method of splitting the lip which 
has certain advantages at times over the paring 
operation. The insert shows the method of suture. 


palate which is most liable to give way is the cen- 
tral part and in case of partial failure one should 
not be too hasty in attempting secondary repair. 
The central opening has a marked tendency to con- 
tract and in many instances will close spontane- 
ously if given time. 
an enlargement of the opening, generous denuda- 
tion of the borders, lateral incisions and an ab- 
sence of tension. Obdurators, as a rule, are ini- 
mical to later success and should not be worn in 


Secondary operations require 
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Fig. 11. Shows the mucosa closed by mattress su- 
tures. The skin should be closed by horse hair. 


case there is a possibility of closing the opening. 
It is essential in all cases to begin treatment 
by obtaining the consent and co-operation of the 
patient or his sponsors and this can best be done 
by two methods of procedure. In the first place 
they must understand that failure or partial fail- 
ure is not only possible but probable, and in the 
second place that there will be no extra expense 
connected with further operations should they be 
necessary. The charging of a lump sum for the 
management of a case has been a most excellent 
means of bringing patients back for secondary 
operations when these were found necessary. 


SUMMARY 
The physician who first comes in contact with 
a case of cleft lip or palate should be prepared to 


offer proper advice concerning its management. 


a — 





Fig. 12. Shows the great amount of thickening that 
can be accomplished by this method. Compare with 
Figures 4 and 8. 

Early bony restoration is one of the prime essen- 
tials of treatment. 

The preliminary closure of the lip, while aiding 
in restoring the bones to normal position, usually 
fails to fulfill this function. 
in a thin lip and quite obviously cannot result in 


Too often it results 


bony union of the alveolar processes. 
The premaxilla should never be removed and 
its displacement too far backward should be pre- 
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in infancy. 

The necessity for overcoming late defects will 
gradually disappear as the realization of the above 
points becomes manifest. 

Overcoming these late defects offers to the plas- 
tic surgeon the utmost difficulty and necessitates 
some plans of procedure like those enumerated in 
this paper. 

As a rule, both functional and cosmetic results 
will depend directly upon the application of the 
proper treatment at the appropriate age, but even 
in neglected cases, or in those in whom the 
results have been unsatisfactory, much may be 
accomplished by plastic surgery combined with 
great patience and perseverance. 


LOESER’S INTRAVENOUS SOLUTION OF SODIUM 

THIOSULPHATE NOT ACCEPTED FOR N. N. R. 

Loeser’s Intravenous Solution of Sodium Thiosulphate 
(New York Intravenous Laboratory) is marketed in am- 
pules of 10 c.c., said to contain 1 gm. of sodium thiosul- 
phate, U. S. P. The Council on Pharmacy and Chemistry 
reports that, according to the advertising, this preparation 
is to be used in “arsenical dermatitis, mercurial stomatitis, 
bichlorid poisoning, skin dseases,” and “Arsphenamin Der- 
matitis, Metallic Poisoning, Skin Diseases.” The Council 
explains that whereas the tenor of the advertsing is to the 
effect that the use of thiosulphate in these conditions is 
supported by equal evidence, this is essentially misleading; 
for the evidence of its efficiency against arsphenamin der- 
matitis is very much stronger than that for other “metallic 
toxemias.” The Council cautions that reliance should not 
be placed on thiosulphate in mercury poisoning to the neg- 
lect of other measures. The same caution applies to the 
use of thiosulphate in poisoning by other metals, except 
that the evidence for these is even more scanty. The Coun- 
cil calls attention to other claims of a general character 
which are likely to mislead. There is, in the first place, 
the general claim that the intravenous solutions of this 
particular firm are superior to those of other firms; but 
there is no evidence for such claims. Finally, but most 
seriously, this firm, through its house organ, The Journal 
of Intravenous Therapy, misrepresents the general status 
of intravenous therapy. Statements which are made in the 
firm’s advertising are distinctly misleading as to the real 
field for intravenous therapy and serve only to discredit 
The Council finds Loeser’s 
Intravenous Solution of Sodium Thiosulphate inadmissible 
to New and Non-official Remedies because misleading and 
unwarranted claims are made for it in the advertising of 


(Jour. A. M. A., 


that method of administration. 


the New York Intravenous Laboratory. 
Apr. 25, 1925, p. 1289.) 


THE DICK TEST 


vented by a narrowing of the alveolar processes THE DICK TEST AND ACTIVE IMMUNIZA. 






TION AGAINST SCARLET FEVER WITH 
DETOXIFIED TOXIN* 


Wooparp Cotsy, M.D. 
Miller Hospital Clinic 


St. Paul 


The recent findings in the study of scarlet fever 
lead to a firmer conviction that the disease is 
caused by a specific streptococcus hemolyticus and 
confirm the more recent conception of scarlet fever 
as a local infectious disease of the mucous mem- 
brane of the nose and throat. 

Further, the disease is now conceived as a com- 
bined toxic and bacterial infection, the invading 
specific streptococcus producing locally a toxin 
which, upon absorption, gives rise to general ma- 
laise, nausea, vomiting, fever and rash. The mu- 
cous membrane of the nose and throat may permit 
of a bacterial invasion of the blood stream with 
gland, ear and joint infections. 

The work of Dick and Dick,’ Dochez,? Tunni- 
cliff,* Gordon,* Bliss’ and others in isolating the 
specific streptococcus as the causative agent in 
scarlet fever, and the demonstrable production, as 
well, of the specific toxin by the Dicks,® and later 
by Williams’ and her co-workers, has made possi- 
ble a test for susceptibility and an active immuni- 
zation when the toxin is used in dilution and con- 
centration respectively. 

The Dick Test.—The Dick® test consists of an 
intradermal injection of .1 c.c. of a dilution of the 
soluble toxic filtrate of the specific hemolytic strep- 
tococcus. The toxin is produced by growing the 
streptococcus for five or six days in broth contain- 
ing a small percentage of rabbit, sheep or horse 
blood serum. A preservative such as phenol or 
tri-cresol is then added, the sediment is allowed to 
settle and the supernatant fluid passed through a 
Berkefeld filter. The toxin is essentially stable 

(as compared with that used in the Schick test), 
its potency remaining unchanged though it stands 
for days. 

The technic of the test consists of an injection 
of .1 c.c. of the proper dilution into the skin of 
the forearm. 
area of erythema begins to develop at the site of 


If the individual is susceptible, an 


the injection in about six hours, reaching its maxi- 





*Read before the Minnesota State Medical Associa- 
tion, Minneapolis, April, 1925. 
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THE DICK TEST 


The redness 
varies in intensity from a faint pink to deep red. 
There may or may not be local induration. 


mum in about twenty-four hours. 


Fading is usually rapid; many positives disap- 
pear in thirty-six hours and within forty-eight 
hours the local reaction in most cases has disap- 
peared. Pigmentation and desquamation occur 
only in the very positive reactions. The local 
action is primarily on the capillary blood vessels, 
which explains its rapid development and transient 
character. Pseudo-reactions have been reported 
troublesome, although they can be practically 
eliminated when a correctly prepared solution of 
the toxin is used, and this does away with any need 
of the control test. 

Practical Application of the Dick Test. — Of 
fifty-seven children tested in private practice, forty- 
nine, or 86 per cent, gave positive reactions. Of 
304 children tested in institutions, 153, or 50 per 
cent, gave positive reactions. Of 100 nurses tested, 
thirty-two, or 32 per cent, gave positive reactions. 


‘ The reaction was found positive during the first 


two or three days of the rash and negative in con- 
valescence. Our figures show in the first group 
the usual high percentage of susceptibility among 


children of the well-to-do. 


The Dick test is a practical method for deter- 
mining susceptibility and immunity to scarlet 
fever, and is an aid in diagnosing doubtful cases 
of the disease, since positive reactions early and 
later in convalescence throw doubt on a diagnosis 
of scarlet fever. 

Immunization. — According to the method of 
Drs. Dick,® immunity in susceptible individuals is 
established by subcutaneous injection of the toxic 
filtrate. The dilution of the toxin is usually such 
that 0.25 c.c. is equal to 125 skin doses, 0.5 c.c. 
250 and 1 c.c. 500. This is given in the above 
increasing doses at intervals of one week. Three 
injections are usually needed, though a fourth and 
fifth have been required in some cases to establish 
immunity. Good immunity is demonstrable in 
most cases, however, about the tenth day after third 
injection. By means of this method we have in- 
jected forty-nine children with a resulting immu- 
nity in about 65 per cent. Zingher’® and Nesbitt,” 
in a large series of cases, have reported approxi- 
mately the same immunity percentage. 

Sodium Ricinoleate as Detoxifying Agent.—In 
collaboration with Dr. Larson, the author, in a 
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recent article’? made a preliminary report on a 
series of scarlet fever immunizations in which so- 
dium ricinoleate was employed as a detoxifying 
agent. Dr. Larson’**:* has shown previously 
that sodium ricinoleate has the property of neu- 
tralizing bacterial toxins without altering their 
immunizing properties, and has immunized animals 
successfully against diphtheria and tetanus toxins 
by means of this agent. Extending his observations 
on bacterial toxins to scarlet fever, the author, by 
means of the addition of a solution of sodium 
ricinoleate to the toxin, has been able to give large 
doses with rapid immunity resulting. 

The technic of the procedure consisted of the 
addition of an equal volume of 2 per cent solution 
of sodium ricinoleate to the toxin, where the final 
dilution equaled 4,000 skin test doses per cubic 
centimeter. Thus prepared, the toxin was allowed 
to stand at least four hours before injection. One 
injection only was given. Various sized dosage 
ranging from 500 to 4,000 skin test doses were 
used. No general reactions whatever and even 
negligible local reactions (erythema and mild in- 
duration disappearing within thirty-six hours) 
were experienced. Children between the ages of 
two and fourteen with positive Dick reactions were 
used in this series. 





PERCENTAGE 
DOSE NO. OF CASES DAY OF RETEST NEGATIVE 
1,000 18 5th 48 
1,500 31 7th 66.6 
2,000 44 8th 68.5 
3,000 18 8th 87 
4,000 21 8th 90 
132 2\st 96 
NURSES 
2,000 16 17th 37.5 
Note: The detoxified toxin was prepared by 


Dr. W. P. Larson. 


Discussicn—That immunity is established in 
direct ratio to the amount of toxin given has been 
shown by the series. In order to still further 
increase immunity, the dosage has been safely in- 
creased to 6,000-8,000 skin test doses. For chil- 
dren under ten years of age our observations indi- 
cate that 4,000 skin test doses are sufficient. In 
older children and adults a higher dosage is re- 
quired, as was demonstrated by the low percentage 
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of immunity obtained in the series of nurses, where 
but 2,000 skin test doses were used. 


CONCLUSION 


(1) The single injection method is a marked 
advantage in dealing with children. 

(2) Local and general reactions are negligible. 

(3) . The toxin-soap solution never dissociates. 
With scarlet fever toxin-antitoxin it often does, 
with a resultant toxic mixture. 

(4) Rapid development of immunity makes 
possible active immunization of members of a fam- 
ily where a case of scarlet fever has developed. 

(5) Active immunization of individuals in a 
scarlet fever epidemic is possible. 

(6) Active immunization will probably pre- 
clude the possibility of a severe epidemic of scarlet 
fever. 
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DISCUSSION 


Dr. E. S. Pratov, Minneapolis: The work reported by 
Dr. Colby is extremely interesting, particularly the phase 
that he spoke of last. About nine months ago we under- 
took in Minneapolis the use of Zingher’s toxin. We tested 
about 500 cases. The result of that work was more or 
less in accord with what has been found previously, that 
the test is very valuable both as an indicator of immunity 
and as an aid in diagnosis. Of eighty-six cases that have 
been immunized with that preparation, fifty-four were re- 
tested and forty-seven were immune in six to sixteen 
weeks. Two of these apparently lost their immunity. 

A second thing which I think is very important at the 
present time is the fact that the test is read in twenty-four 
hours. I believe that for the practitioner this is particu- 
larly valuable because we can use the antitoxin which is 
on the market at the present time for passive immunity. 
I think that the work on Dr. Larson’s preparation is very 
valuable, and that with more cases we can have something 
more to say about it. 


Dr. E. J. Huenexens, Minneapolis: I have also been 
able to do some of this work in the past eight or nine 
months with toxin that I obtained from Zingher of the 
New York health department. My test series here of fifty 
cases were done with a very low dilution of toxin, such as 
was advised by Dick in the beginning, that is, 100, 250 and 
500 skin test doses. Of those that were Dicked from one 
to two months later, five out of the fifty were positive; the 
rest were all negative. This is a higher percentage of 
negatives than is given by any other experimenter with this 
work, but practically all of these are in private practice 
and on children of pre-school age, where we are likely to 
produce immunity much more readily. Six months later 
I have been able to re-Dick some of those cases that were 
negative, and of those who were negative previously four 
had become positive again; that is, they had lost their 
immunity in that time. 

There are two points I want to make about that: First, 
that during those six months practically all these children 
were immune to scarlet fever. It just happened that two 
of those fifty children who were negative were intimately 
exposed to scarlet fever during that time. One of them 
played all day with a child with a sore throat who that 
night come down with scarlet fever; and this boy who had 
been immunized did not get it. However, we cannot count 
on this immunity as lasting. 

I want you to remember, though, that this immunization 
was done with this very low dosage. Now, with the work 
that Dr. Larson has done we will be able to multiply that 
dosage by twenty-five and even fifty times and still not get 
as much of a reaction as I got in some of these cases with 
a very small dosage. In three of these cases beginning 
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with 100 skin test doses I got a skin rash which looked 
very much like scarlet fever. In none of these cases did I 
get any very serious reactions, but enough so that the 
parents were a little bit alarmed about it. In about twenty- 
five cases that I have been able to do with 2,000 and 4,000 
skin test doses used with Dr. Larson’s method, we have 
got no reaction of any kind whatever, even though using 
twenty-five times the dosage. 

Now, I agree with Dr. Colby that this new method of 
using the bigger doses is going to make Dick’s work much 
more valuable in that in certain cases we can immunize 
other members of the family who are exposed to scarlet 
fever, partially immunize them, at least, in three or four 
days. In those twenty-five cases that I did with Dr. Lar- 
son’s method, in four days after giving the 4,000 skin test 
doses we changed the reaction from a double plus Dick 
to one that was doubtful. There was still some reaction, 
but it had become very faint, and within one to two weeks 
the Dick had disappeared altogether. 

Now, that is an important thing, but looking at this from 
a public health standpoint a still more important feature 
is that if we are able to use these bigger doses of Dr. Lar- 
son—perhaps even bigger than the 4,000 skin test that have 
been tried—and if we can give these in repeated doses 
such as Zingher is now using—four doses I think is his 
limit—we might produce a permanent immunity that so 
far we have not been able to produce. 


Dr. W. P. Larson, Minneapolis: I may say that sodium 
ricinoleate is nothing more or less than a highly purified 
castor oil soap. The work of neutralizing bacterial toxins 
with castor oil soap is the outgrowth of work which was 
started in the Department of Bacteriology and Immunology 
some years ago. In 1919, and in several papers since that 
time, we have called attention to the effect of the surface 
tension of the medium on bacteria. We have been able to 
show that the surface tension of the medium influences 
the growth and pathogenicity of bacteria to a marked 
degree. The pneumococci and streptococci are very sensi- 
tive to surface tension depressants. They are killed in a 
few seconds when placed in a 1 per cent solution of castor 
oil soap. 

Something like a year ago we published a paper on the 
effect of the surface tension on bacterial poisons. At this 
time it was pointed out that such powerful bacterial toxins 
as diphtheritic toxin and tetanus toxin were instantly neu- 


tralized when added to the appropriate amounts of sodium 
ricinoleate. In fact, it is possible te so neutralize the toxins 
that several hundred fatal doses may be given without ill 
effects. The fact that the animals thus treated become 
immune to the toxins in question is evidence that the toxins 
have not been destroyed or materially changed otherwise. 
It seemed, therefore, that advantage might be taken of this 
observation in our efforts to immunize children against 
diphtheritic and scarlatinal toxins. 


In collaboration with Dr. Eder of this city we have 
treated about 150 individuals with diphtheritic toxin neu- 
tralized with sodium ricinoleate, and, while it is too early 
to speak of the final result, we find that more than 50 per 
cent of the cases give negative Schicks within six weeks 
following a single injection. The results with scarlatinal 
toxin neutralized with sodium ricinoleate are even better, 
as is shown by the excellent piece of work reported by 
Dr. Colby. 


We are naturally very much interested in the mechanism 
of the reaction. From investigations we have carried out 
in an effort to analyze the reaction it appears that the 
detoxification is an adsorption phenomenon. The toxin 
molecule apparently adsorbs the sodium ricinoleate onto 
its surface, becoming imprisoned, as it were, so that the 
toxin is not free to react with the tissues. The toxin is 
probably liberated slowly and in this way we have a con- 
tinued antigenic stimulus over a considerable period of 
time. 


Neutralizing the toxin with sodium ricinoleate has an 
obvious advantage over the toxin-antitoxin mixtures, since 
the latter tend to sensitize the child to horse serum, which 
is a decided disadvantage. Since it is possible to neutral- 
ize the toxin effectively with castor oil soap and possibly 
effect the immunization with one dose, the main objections 
to active immunization against diphtheria and scarlet fever 
will fall away. 


Dr. Woopwarp Coxsy (closing): In immunizing against 
scarlet fever we have had best results with neutralized 
toxin. As a detoxifying agent sodium ricinoleate has been 
very satisfactory. Local and general reactions are few and 
slight. The large dose of toxin gives a rapid immuniza- 
tion. With this method a family may be quickly immu- 
nized where a case of scarlet fever develops. In dealing 
with children a one-injection method has decided advan- 
tages. 








Whole Grain Wheat—The guiding force behind the 
Whole Grain Wheat Company seems to rest in its president, 
C. H. Woodward, whose name appears extensively in the 
advertising. The company’s advertising methods are in- 
genious and many. In addition to advertisements in ‘the 
ordinary channels, newspapers, etc., the Whole Grain Wheat 
concern publishes a number of booklets and pamphlets, 
and gets out a monthly house organ called The Motive, 
which has C. H. Woodward for its editor and publisher and 
chief contributor. Also, the concern, apparently, organizes 
so-called “food clinics” in various towns and has as a sub- 
sidiary advertising organization the high-sounding “Amer- 


ican Educational Food Council.” 
to be a mere “paper” organization. 
Woodward argues that the cure for all disease is Whole 
Grain Wheat because it is not denatured, and will make up 
the deficiencies of the denatured food on which a crazy 
world is feeding. We are told that Whole Grain Wheat has 
cured such serious diseases as cancer, tuberculosis, Bright’s 
disease, diabetes and colitis, as well as such conditions as 
“catarrh,” constipation, asthma, bed-wetting in children, 
etc. So much for the exploitation methods of the Whole 
Grain Wheat Company. As -to the product itself, it is, 


This “Council” appears 


apparently, nothing more than whole grain wheat, partly 
(Jour. A. M. A., May 9, 1925, p. 1441.) 


cooked. 
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MEDICAL AND RADIOLOGICAL MANAGE.- 
MENT OF HYPERTHYROIDISM* 


M. J. Kern, M.D. 
St. Cloud, Minnesota 





In the treatment of hyperthyroidism there is, 
strictly speaking, no sharp boundary line between 
treatment by medicine, surgery or radiation. The 
average case must have medical attention combined 
with either radiation or surgery and in some in- 
stances both. 

The “general” medical factors in the therapy 
of hyperthyroidism, indicated in nearly all cases, 
are: 

Rest, physical and mental. 

Basic diet of high caloric value. 
lodinization. 
Other medication 
hematinics, etc.). 


PP yp 


(bromides. eliminants, 
5. General hygienic measures. 
6. Eradication of foci of infection. 


The “special” medical factors, indicated in the 
severe cases, depending upon the variety and sever- 
ity of the symptoms presented, are: 

1. Proper hospitalization to procure the maxi- 
mum of physical rest, and psychic isolation 
and control. 

2. Pronounced sedation (bromides, chloral, 
and opiates). 

3. Digitalization. 

4. Ice packs to thyroid gland and precordium. 

Some cases of adolescent hyperthyroidism, which 
condition may be looked upon as a compensatory 
process run amuck, mild cases secondary to focal 
infection and infectious diseases, and even mild 
cases presenting Basedow’s syndrome, may be 
brought to recovery by the utilization of the above- 
mentioned “general” therapeutic factors. 

The vast majority of cases, however, need treat- 
ment to inhibit thyroid hyperfunction, which can 
be obtained only by radiation or surgery. 

It is not the intent to discuss here the modus 
operandi of radiation in detail, nor to compare its 
merits with those of surgery, but merely to state 
the conviction based on personal experience with 
ninety cases and upon the published reports in 
medical literature that, 





*Read before the Minnesota State Medical Associa- 
tion, Minneapolis, April, 1925. 


MEDICAL AND RADIOLOGICAL MANAGEMENT OF HYPERTHYROIDISM 


1. Equally good results can be obtained by 
radiation or surgery. 

2. Surgery carried out by the most skillfu! 
masters has about 3 per cent mortality in 
cases of toxic adenoma, and | per cent in 
Basedow’s disease when both varieties are 
most skillfully handled medically both be- 
fore and after operation. 

3. The average surgical mortality rate through- 
out the United States is about 10 per cent 
of all cases. 

4. Radiation therapy has no mortality. 

5. Radiation therapy is accepted earlier in the 
disease by the patient. 

6. Radiation therapy has a distinct triumph in 
its ability to bring to a cure surgically dan- 
gerous cases, or to convert them into sur- 
gically safe ones. 

With the increased knowledge of the biological 
effects of radiant energy, and a perfected instru- 
mentarium with which to apply it, the administra- 
tion has become almost an exact science. The dose 
can be duplicated at will with precision and, with 
the short wave length now available, allowing suf- 
ficient filtration, the danger to the skin and sub- 
cutaneous tissue is entirely obviated. 

The success of radiation therapy depends, as in 
surgery, on a careful pre- and postoperative han- 
dling of the patient, and the elimination of a 
sufficient percentage of thyroid function. Under- 
dosage in radiation has its surgical counterpart in 
the insufficient removal of thyroid structure, and, 
on the other hand, the sub-total thyroidectomy has 
its radiological brother, adequate dosage. 

If the radiotherapist makes as his own the les- 
sons that surgery can teach him, he has a distinct 
advantage over the surgeon in the treatment of 
hyperthyroid states that are so prevalent at this 
time. 

It is not a question of radiation versus surgery. 
The fundamentals are the same, and the indications 
for application are identical. Indeed, in some 
cases the two methods supplement each other and 
in a few even complement each other. 

Radiation of a thyroid is in reality a major 
surgical procedure requiring skill in its applica- 
tion, as does the open method, and should not be 
undertaken by ‘anyone who has not an adequate 
clinical erudition and circumspection, aided by a 
clear conception of the physiology and pathology 
of the thyroid gland. 
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It is so simple to turn on the x-ray, but this is 
another instance where “fools enter where angels 
fear to tread.” Any old x-ray machine does not 
suffice to treat properly so important a condition 
as a severe hyperthyroid state. Aside from per- 
sonal equipment there must be available as in 
surgery: 

1. Up-to-date installation. 

2. Adequate hospital facilities. 

3. Laboratory facilities. 

4. Trained personnel. 


In order to touch briefly on the practical proce- 
dure in the management of the hyperthyroid states, 
I wish to enumerate and discuss each of the five 
clinical entities that manifest hyperfunction. 


1. Adolescent with hyperfunction.— 
Unless the toxicity is quite marked, it is a safe 
proposition to make use of the “general” medical 
factors above mentioned for a considerable period 
of time, taking advantage of the fact that in many 
instances at the approach of, or at the attainment 
of maturity, improvement is likely to take place 
spontaneously. 


goiter 


If the toxicity is pronounced, or if prolonged, 
even though of moderate severity, radiation is in 
order, but dosage should be moderate, in order 
that these young persons will not be robbed of 
too much of their thyroid gland. I have in mind 
a number of young women whom I have observed 
and treated in this manner some ten or twelve 
years ago, who have married since and have borne 
children without any manifestation of thyroid dys- 
function up to the present day. 


2. Adenoma with hyperthyroidism.—This con- 
dition is claimed by surgeons as their very own, 
in spite of the fact that the surgical mortality is 
three times as high as in the non-toxic variety and 
in Basedow’s disease well treated medically prior 
to surgical intervention. 

Unfortunately, iodinization is of little avail 
here, for the purpose of temporarily reducing the 
high rate of metabolism. Toxicity of a low grade 
usually has existed for a long time, and changes 
in vital organs have taken place due to the pro- 
longed, though mild, intoxication, which no doubt 
accounts for the high rate of surgical mortality. 

Marked toxicity usually supervenes after a non- 
toxic or only mildly toxic adenoma has existed 
for many years. The goiter mass enlarges more 
or less suddenly, and pathologists tell us that the 


increased tissue is composed predominantly of 
embryonic type of cell formation. 

Embryonal cells are more sensitive to radiation 
than normal thyroid cells, and can therefore be 
made to retrograde by appropriate radiation with- 
out materially affecting the adjacent normal thy- 
roid tissue. 


When toxicity has disappeared or materially 
lessened after sufficient radiation the new growth, 
having become more or less localized and firmer, 
should be surgically disposed of. Adenomas that 
have increased very little in size at the advent of 
toxicity, but are firm and localized as before, 
should be dealt with surgically, as they are not 
suitable for radiation therapy. 


3. Malignancy of the thyroid gland with or 
without hyperthyroidism.—Since I have no per- 
sonal experience with this disease, I can only 
discuss it from the standpoint of malignancy in 
general, and from information gleaned from the 
literature. It is a rare condition, being found in 
far less than 1 per cent of all thyroid abnormal- 
ities. If a goiter in which there has been a recent 
growth shows fixation to the surrounding struc- 
ture, with moderate tenderness and some pain, and 
the patient is in the cancer age, the diagnosis of 
malignancy is justified. In such a case radiation 
therapy of maximum dosage compatible with 
safety is indicated, in order to give the patient the 
only chance for life, or at least a prolongation 
of the same in comparative comfort. 

If malignancy of an early stage is incidentally 
discovered at the time of operation for an adeno- 
matous goiter, post-operative radiation of maxi- 
mum intensity is indicated, even though all of the 
thyroid gland is destroyed by the treatment. The 
subsequent myxedema can be controlled by thyroid 
feeding. 

4. Thyroiditis with hyperthyroidism. — The 
acute form of this condition is characterized by 
swelling, pain, tenderness, local heat, and rise of 
body temperature, and presents an alarming clin- 
ical picture. It usually follows or is a complica- 
tion of an infection such as an acute tonsilitis, 
erysipelas, typhoid, or other infectious diseases. 
To the symptoms of inflammatory disease is added 
the acute thyroid intoxication. The “general” and 
“special” factors of medical treatment must be 
mobilized at the earliest possible moment to avoid 
disaster. If suppuration takes place, drainage 
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should be established. Whether suppuration takes 
place or not, I am of the opinion that a vigorous 
application of the ray is indicated. Radiant en- 
ergy does counteract inflammatory processes, as is 
demonstrated in the treatment of a carbuncle, the 
course of which can be reduced to one-fourth of 
the usual duration by vigorous radiation. 

I have a vivid recollection of two cases of thy- 
roiditis, one complicating a mild typhoid in which 
the patient promptly died (no radiation), and 
another, the daughter of a physician, a delicate 
little lady with a pre-existing mildly toxic adole- 
scent thyroid, who developed her acute thyroiditis 
following an acute and severe attack of tonsilitis. 
This patient was vigorously rayed in addition to 
strict medical management and weathered the 
storm. She was rayed again thirty days later, due 
to a residual thyroid over-activity with a basal rate 
of plus 54. She promptly recovered and is now 
free from thyroid difficulty. 

The chronic form is to my mind undiagnosable 
clinically, but can only be suspected in the pres- 
ence of an undoubted aggravation of thyroid 
function, when slight pain is complained of by 
patients who are not in the cancer age, and in 
whom definite foci or infection are demonstrable. 
The treatment suggests itself, and it is interesting 
to observe how often the removal of septic tonsils, 
drainage of chronic sinuses, or the extraction of 
bad teeth brings improvement in patients who are 
mildly thyrotoxic. The radiation, if needed, should 
be light and at short intervals, to influence the 
inflammatory process rather than the hyperfunc- 
tion. 

5. Basedow’s Syndrome. — As stated before, 
mild cases of this condition are curable by purely 
medical management. But the vast majority need 
in addition inhibition of thyroid function, either 
by means of surgery or radiation. The surgeon 
naturally prefers surgery and the radiotherapist 
radiation, and both can accomplish the same re- 
sults. 


Patients with moderate toxicity can be treated 
ambulantly by radiation without interruption of 
their daily occupation, and will submit to radia- 
tion earlier in the course of the disease than to 
operation. Consequently, the course of the disease 
is shortened, and much invalidism incident to tis- 
sue damage before operation is consented to is 


prevented. 
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The very toxic cases should have medical man- 
agement for the first thirty days, during which the 
previously mentioned “special” medical factors 
should be employed and two radiations given. 
After thirty days most of the patients can be 
treated ambulantly like the moderately toxic ones, 
but must not work, and usually need some seda- 
tives. 

The outstanding medical factor is iodinization, 
which reduces temporarily the abnormally high 
rate of metabolism. It is astounding what benefit 
15 to 30 drops of Lugol’s solution each twenty- 
four hours will give. This practice, together with 
other medical methods, has reduced the surgical 
mortality in the hands of skilled surgeons to about 
1 per cent where, without it, it was 3 to 4 per cent. 

The use of iodine has been revived in recent 
years after having been “taboo” for about twenty- 
five years. Iodine in some form or other has been 
used in the treatment of thyroid diseases for 
fifteen hundred years or more, empirically, how- 
ever, and not in the rational and scientific manner 
Unfortu- 
nately, iodine medication is not effective over a 
longer period than about four to five weeks, but 
during this time of effectiveness enough thyroid 
tissue can be put out of commission, by either 
operation or radiation, to place the case well on 
the road to recovery. 


as now, for both prophylaxis and cure. 


The amount of radiant energy to be administered 
depends on the response to treatment in a given 
case. It should be administered in sufficient 
amount and repeated enough times to bring the 
metabolic rate to normal. 

The average patient is treated every thirty days 
with basal metabolic rate reading preceding each 
treatment. When the rate nears the normal, which 
is usually in seventy to ninety days, the patient 
is observed for about sixty days without radiation. 
If the rate goes down to normal during this time, 
all is well: but if it is found that it still has a 
tendency to be above normal, radiation is repeated, 
but at longer intervals, until normal values are 
obtained. 

In about 70 per cent of cases a cure is obtained. 
The other 30 per cent vary in their state of well- 
being from almost cured to chronic invalidism, 
depending upon the damage to vital structures 
from the toxicity of the past, or the complexity 
of the pluriglandular dysincrinism with which they 
are burdened. 
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Before June, 1924, I used roentgen radiant en- 
ergy of moderate wave length, produced by 120 
kv. crest, filtered with 0.25 mm. copper and 1 mm. 
aluminum. The focal skin distance used was 30 
centimeters. The amount given was 120 mam. each 
over the right and left lobe of the thyroid and 
over the thymus area. This was effectual, but gave 
marked bronzing of the skin and in some cases a 
secondary skin change. Since the abovementioned 
date I use the short wave length, produced by 200 
kv. crest, filtered through 0.75 mm. copper and 1 
mm. aluminum at a focal skin distance of 50 cen- 
timeters. One large field including the neck and 
thymus area is exposed. The amount is 300 mam. 
Practically no bronzing takes place and never an 
erythema. The effectiveness is much greater than 
by the older technic, and fewer treatments are re- 
quired even in the resistant cases. 


CONCLUSIONS 


1. Medical management is essential in practi- 
cally all hyperthyroid states. 

2. Radiation is an effective adjunct when ap- 
propriately applied, has no danger to the skin and 
has no mortality. 

3. Patients readily accept radiation if it is 
offered to them, early in the disease, which pre- 
vents those profound intoxications from causing 
permanent tissue changes in vital organs. 

4. Patients should have the benefit of the meth- 
od as soon as it is known that medical management 
alone does not suffice. 

5. Under proper medical and radiological 
management, surgical intervention is almost never 
an absolute necessity, except in the adenomatous 
cases. 


DISCUSSION 


Dr. E. T. F. Ricuarps, St. Paul: As Dr. Kern has 
pointed out, our chief interest in the treatment of hyper- 
thyroidism centers on exophthalmic goiter. Adenomata of 
the thyroid, if toxic and producing secondary hyperthy- 
roidism, should be removed surgically. In adolescent 
goiter both surgery and x-rays are contraindicated. In 
exophthalmic goiter, however, we have somewhat of a range 
in our choice of treatment. 

As an internist following cases of exophthalmic goiter 
over periods of years, I have been much impressed with 
the remissions and exacerbations that occur in the natural 
course of this disease. Remissions in exophthalmic goiter 
may occur spontaneously, as is well known. They may 
follow rest in bed. They may follow the administration of 
iodin, or x-ray therapy, or resection of portions of the 
thyroid gland. We must be on the alert, therefore, that 
we do not interpret a remission as a cure in this disease. 


To speak of a cure in exophthalmic goiter we must have 
observations following any form of treatment over a period 
of years, as it is a well known fact that exacerbations of 
the disease may occur years after the original form of 
therapy. Exacerbations occur in waves in exophthalmic 
goiter, and each wave leaves a more seriously damaged 
myocardium in its wake. Our aim, therefore, in treatment 
must be to prevent all exacerbations, thereby effecting a 
permanent cure of the disease. 

In the present state of our knowledge a subtotal thy- 
roidectomy is the most effective and most rapid means of 
curing exophthalmic goiter. Partial thyroidectomy, which 
unfortunately is still a common operation, is frequently 
followed by relapses. 

The x-ray will also effect a cure in exophthalmic goiter 
in selected cases, especially if the disease is seen early, 
where the myocardium is not already seriously damaged, 
where the element of time is no great factor, and where 
the degree of toxicity already established is not too ex- 
treme. 

The first lantern slide shows a cure in exophthalmic 
goiter following x-ray treatment. With an initial basal 
metabolic rate of plus 85 we see a gradu:l return to nor- 
mal, reduced finally to minus 7, over a period of eight 
months. During this eight months’ period six x-ray treat- 
ments were administered. I speak of this as a cure be- 
cause it dates back to April, 1923, and since December, 
1923, which is now an interval of sixteen months, this 
patient has remained perfectly well. Subsequent observa- 
tions show that she continues to maintain a normal basal 
metabolic rate and is in perfect health. 

The next slide shows for comparison a cure effected by 
subtotal thyroidectomy. Note the more rapid decline in 
the basal metabolic rate in its drop from plus 90 to minus 
6. Here again we may with reasonable safety speak of a 
“cure” as these observations date back to December, 1922. 

The next slide well illustrates the importance of long 
continued observation before pronouncing a final cure in 
exophthalmic goiter. In this case thyroidectomy, followed 
by x-ray treatments, produced a symptomatic cure with a 
drop from plus 61 to plus 10 in the basal metabolic rate, 
but twenty-two months later a marked exacerbation of the 
disease with a sharp rise in the basal rate occurred. Note 
the prompt response obtained in this exacerbation on the 
administration of Lugol’s solution. 

The next slide shows the initial drop which is obtained 
almost uniformly in exophthalmic goiter under rest and 
Lugol’s solution—in this instance from plus 90 to plus 53. 
This is the time of election for operation. 

In the next case the basal metabolic rate remained prac- 
tically stationary after operation. When followed up with 
x-ray treatmetns a drop to normal, as shown on the slide, 
occurred in the basal rate. 

The last slide shows the initial drop and the best time 
to operate following rest and Lugol’s solution with the 
basal metabolic rate declining. 

In conclusion, it is evident that we have in both thy- 
roidectomy and the x-ray powerful agents in the treatment 
of exophthalmic goiter, but whichever form of treatment 


is selected must be adequate and thorough, and we must 
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not speak of cures in this disease unless we have follow-up 
observations extending over periods of years. 

Dr. H. L. Unricn, Minneapolis: I regret very much 
that Dr. Kern had to read his paper so hurriedly, because 
some of us in the back of the room didn’t clearly hear all 
he said. However. I had the good fortune to read this 
paper before it was presented, so that I ought to be pre- 
pared to discuss his subject. His statement regarding 
surgery and x-ray as having practically identical results 
I cannot dispute or refute. I haven’t enough experience 
in those two fields to make any statement. The disease 
itself, however, is a very fascinating one, and we have to 
think in the physiological and anatomical way in our ap- 
proach in treatment of this disease. 

The fundamental point that should be: emphasized, of 
course, is iodin metabolism, and I have an impression that 
in the years to come, with this therapy that is going on 
at the present time in treating our water supplies and 
treating our juvenile population with iodin, the problem 
of adenoma of hyperthyroidism and toxic goiter will van- 
ish. In other words, it is my impression that the prophy- 
lactic point of view is going to be very striking in the 
next ten or twenty years. 

Then there is the physiological side to this disease, the 
unbalance of the vegetative anatomic system. I very much 
admired the work done some years ago in New York at 
Mount Sinai in which they took fifty cases of exophthalmic 
goiter and gave them what they called skillful neglect, 
skillfully neglectful treatment. Nothing was done with 
these patients except rest in bed, psychic support, and a 
little iodin; and their results are almost as striking as 
surgery, not as striking but almost as striking. Their 
fundamental principle in the approach on therapy is this 
fact that this is a self-limited disease, or possibly, as Dr. 
Richards pointed out, a disease with certain wavelike char- 
acteristics. Whatever our approach is we ought to remem- 
ber that one point: That this is a disease which is self- 
limited, and it depends upon the type of the patient and 
the stage of the condition which approach we make in its 
therapy. 
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Dr. M. J. Kern (closing): I wish to thank the gentle- 
men who have so thoroughly discussed this subject. In 
regard to the adenoma, there is no question but what the 
adenomatous type of goiter is a surgical condition. I did 
not wish to Jeave the impression that I favor the roentgeni- 
zation of those goiters, although it is true that some very 
brilliant successes can be obtained in the radiation of toxic 
adenomata, especially those that have come up quickly. 
In the matter of surgery versus x-ray in Basedow’s dis 
ease—which was touched upon by Dr. Ulrich—I don’t want 
to go into that, because I feel that either method is efficient 
At the same time 
That radiation of the goiter must 
I remember some years ago when | 


and have no desire to belittle surgery. 
we must remember this: 
be done thoroughly. 
was feeling my way with the ray in these exophthalmic 
goiters I knew positively that I did not give them enough 
ray. I didn’t have short enough wave length at my disposal, 
and did not dare to put in enough filter, and I was afraid 
of the damage to skin and subcutaneous tissue with my light 
filtration. But with modern instrumentarium it is possible 
to put a real dose of x-ray into the thyroid, and it will do 
the business. Inefficient—that is, not enough—x-ray is nice- 
ly to be compared to the surgical method where a little piece 
or two of thyroid are taken out and not a real job done. 
On the other hand, the subtotal thyroidectomy has its radi- 
ological brother: the thorough and adequate dosage. 

In regard to the remissions, there is no question. We 
have cases of hyperthyroidism that will get well for a while 
and then recur. But when you get one which really gets 
to “doing business,” I have never seen such a case that 
would come back to normal without some treatment that 
was more active. When they get to sweating and have 
diarrhea and are talkative, etc., as the case 1 showed you 
You have to have 
either surgery or radiation. Many times you will find that 
a case that has been operated on has to be finished, as this 


On the other hand, I believe 


cases that have been radiated and have not come to a 


here, rest, etc., alone will not suffice. 


one here, by radiation. 


successful conclusion, later on should be finished by a 
surgical method. 








The Iowa Agricultural Experiment Station at Ames, Iowa, 
has been doing extensive work in the administration of 
potassium iodide to livestock. Even though no fetal athy- 
rosis or hairlessness of new-born pigs has been noted at 
the Station during the past fifteen years, nor any sign of 
iodine deficiency detected, it appears that the swine (sus 
scrofa) were in need of iodine, for additions of potassium 
iodide to the ration of young growing pigs in three dif- 
ferent years increased their rate of growth some 10 per 
cent, as measured by live weight, and likewise increased 
their dimensional growth in height, length, and in leg 
circumference. The potassium iodide also increased the 
nutritive value of the feed nutrients ingested. 





The work in potassium iodide feeding to swine has re- 
cently been compiled in bulletin form at the Iowa Station. 
The new bulletin contains a number of maps showing the 
relative distribution of simple goiter of man of the United 
States, prevalence of exophthalmic goiter in the United 
States and the iodine content of drinking water in various 
sections of the nation. Anyone interested in the work of 
the Iowa Station in these iodide feeding tests may secure 
a copy of the new iodine bulletin free by addressing the 
Bulletin Section, Ames, Iowa. The bulletin is known as 
research No. 86, “Studies in Iodine Feeding.” 


written by John M. Evvard and C. C. Culbertson. 
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The psychopathic constitution is dependent on 
an ancestral history for all of its handicaps and 
mental and physical distortions; and, consequent- 
ly, the patient must be conceded to be the victim 
of heredity. And heredity is perhaps most clearly 
described as “the organization of the germ and 
all that depends upon it.” This is Conklin’s ver- 
sion, and he is a biologist. The greatest difficulty, 
however, in studying these people is that the his- 
tory of heredity is difficult to obtain. We can go 
back perhaps one or possibly two generations and 
learn something about the ancestors, but even then 
we do not get very close to the actual situation. 
But heredity may cover several generations or even 
three or four centuries before it comes out in the 
individual of the present or the past decade. There 
are so many variations, too, to the lines of heredity 
that it sometimes makes it very confusing, and 
those who do not believe in heredity would prob- 
ably discard many of its theories. 


It is rather singular that the laws of heredity 
have not been most carefully considered and under- 
stood; and yet they date back to 1813, when it 
was intimated that such a thing was probable. It 
was forcibly brought to the attention of the world 
by Gregor Mendel, Abbot of Bruénn, Austria, who 
published the result of his work, extending over 
several years, on plant hybridization, in 1866; but 
it was little considered and not definitely accepted 
until about the year 1900. Mendel’s experiments 
were distinctly biological and were concerned with 
individual organisms and their characteristics. 
Since then there have been additions made to the 
Mendelian idea, but the fundamental impression 
that Mendel left has been greatly developed in the 
last twenty-four years. Why do so many people 
inherit certain diseases? Why are there so many 
candidates for syphilis, tuberculosis, and peculiar 
coloring of hair and eyes, variations in the shape 
of the nose and face, queer variations in either 
structure or characteristics or mental conditions? 
They all have their base in heredity, and the laws 
of heredity apply to the owners of physiological 





*Read before the Minnesota State Medical Associa- 
tion, Minneapolis, April, 1925. 


as well as biological tendencies. Human beings 
cannot be controlled as Mendel controlled his 
plants: neither can they be managed or controlled 
after they have developed their peculiar character- 
istics. Their environment has little to do with their 
subsequent behavior or what is brought out in 
them later in life. We can readily conceive of a 
child who is born of tuberculous parents who may 
have inherited a tendency to tuberculosis; but if 
that child can be removed from its parents early 
in life, the susceptibility to tuberculosis will dis- 
appear. Not so in psychoneuroses. However, it 
seems to Weisman that he has established a theory 
of predestination, preformation, and dominance; 
that is to say, we are given what was decided for 
us many years ago, and there seems to be no escape 
from it except in very occasional instances. 

The germ cell and its fertilization are the key- 
note of the beginning of a hereditary defect. That 
means that certain parental transmissions produce 
certain characteristics in their offspring, and it is 
all due to the fact that the germ cell is an immor- 
tal cell and remains and is transmitted true to form 
through any number of generations—this is con- 
trast to the body cells, which vary, appear, and 
disappear; but it is not so with the germ cell. Con- 
sequently, if the psychoneurotics are what they 
were predestined to be, nothing can change their 
ends, and they go through life with this biological 
and hereditary menace in front of them. 

It is rather strange how the dominating element 
of one parent will appear through three or four 
generations. For instance, a woman—the great- 
grandmother or grandmother—may develop cer- 
tain defects in her mechanism; in her children 
appear similar or varied defects of the same type, 
like mental or nervous states that are abnormal, 
peculiarities, convulsions, or other defects. The 
daughter in turn transmits them to her son and 
daughter; they both have quirks in mind or body 
that are very manifest,—a daughter has convulsions 
and dies early in life from a paralysis; the son, 
carrying a crippled germ cell, marries a strong, 
healthy woman who would seem to be the dominat- 
ing character of the pair, but, as a matter of fact, 
the dominant cell in the man persists, and his wife 
bears two children, both of whom are defective,— 
one is deaf and dumb and has convulsions, and the 
other has a defect in constitution, develops a spinal 
paralysis, and dies at an early age. Why should 
not the wife, who is the stronger of the two, domi- 
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nate the situation instead of the husband? It is 
because he has inherited all the characteristics 
which are really dominant and destructive. The 
minor defects are much more in evidence, perhaps, 
than the gross defects; and so the psychopathic 
has his peculiarities, his limitations, and he goes 
about so far in life when he reaches the maximum 
of his capabilities, and is halted; he is sick, ner- 
vous, or disabled, and nature puts him in bed or 
Then, after 
a long period of inactivity or rest, he comes back, 
perhaps able to resume a part of his former occu- 
pation; but he has lost something in his transmis- 
sion, and particularly when he has reached the 
climax of his possibilities. He, therefore, goes 
through life handicapped with fears and anxieties 
and weaknesses of various sorts, and he is unequal 
to the demands made upon him, whatever they may 
be. He is the sort of man who marries regardless 
of the laws of eugenics; and, if he is the dominant 
character, his issue is of the same type as he is 
himself. If the wife is the dominating factor, the 
child may be well and strong and equal to any 
emergency. One great difficulty is that these peo- 
ple do not know where their strength or weakness 
lies, whether in their hair or their brains, or 
whether they inherit them through well understood 
processes from some of their ancestors, and are 
likely to hand them on by the same processes to 
their descendants or not. 


puts him out of commission in time. 


Nearly everyone believes in heredity or, in the 


popular phrase, that “blood will tell,” both in - 


plants and animals. They know that plant life is 
pretty well understood, and Mendel and Burbank 
have proved this to a certainty. The average man 
knows that in order to breed race horses he must 
have good stock to begin with. Some people be- 
lieve that good children will be born from bad 
parents quite as often as from good parents, that 
health will come out of weakness, and that wisdom 
will be the fruit of the family tree of fools. A 
great many people believe that when children are 
born weak, unhealthy, short-lived, or foolish, edu- 
g, medical 
environment will transform natural weakness into 


cation, moral teachin science, and good 
strength, folly into wisdom, and put brains into 
empty heads. Conklin remarks, incidentally, that 
people cannot inherit wooden legs, but they do 
inherit wooden heads. One must look inheritance 


squarely in the face. 
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Good education and good environment should 
be given every child that comes into the world, but 
we must remember that these things will never 
add good qualities to the child’s natural inherited 
equipment. The point is that we do not all have 
an equal biological chance, for there are the wise, 
the prudent, and the strong, the foolish and the 
weak, and unless we improve the lazy, the shift- 
less, and the harebrained, we shall have to provide 
for them in some way, as they belong to the retro- 
gressive race and are recessive, and they will drag 
civilization down. When we consider what is be- 
ing done for all the defectives of various kinds 
and how well they are cared for, we can readily 
understand how difficult it is to do anything for 
the victim of heredity because he was born from 
the propagation of the original germ cells of his 
defective ancestors. Heredity, meaning “blood 
will tell,” is a truism, but some wit has added 
“sometimes the less it tells the better” You all 
know, probably, of the Kallikak family. Martin 
Kallikak was a man who believed that blood would 
not tell, or, if it did tell, that it would not tell on 
him. Martin had a dramatic history, and the his- 
tory of his blood and germ cells has been related 
in a little book called “The Kallikak Family,” by 
Dr. Goddard. Martin Kallikak was a young soldier 
of the Revolutionary War. His ancestry was ex- 
cellent. But one wild night up the Hudson River, 
Martin forgot his noble blood. In this night of 
dissipation he met a physically attractive, feeble- 
minded girl, and the result of this meeting was a 
feeble-minded boy, who, when he grew up, mar- 
ried one of his own ilk and produced numerous 
progeny with a large percentage of feeble-minded- 
ness,—lazy, shiftless, thriftless, thieving people. 
Martin’s foot slipped 150 years ago, and his rela- 
tions with the feeble-minded girl have given the 
country 450 nation-destroying descendants, includ- 
ing 143 feeble-minded persons, 33 immoral, 36 
illegitimate, 3 criminal, and 8 brothel-keeping 
individuals. Later in life Martin married a young 
Quaker woman of splendid talents and heroic an- 
cestry, and from this union there were 496 direct 
descendants, all normal, that have included nation- 
builders,—governors, signers of the Declaration of 
Independence, soldiers, university founders, doc- 
This is a 


most striking story of what good blood and sound 


tors, lawyers, judges, and educators. 


heredity will do when present in both parents, and 
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what may happen when one side is feeble or de- 
fective. 

Drawing a midline between these extreme cases, 
it is quite easy to assume that the majority of our 
psychopathic patients have an inherited streak 
which accounts for their various weaknesses and 
shortcomings. What are we to do with them? The 
wise doctor who sees this coming in early life and 
who knows the value of the parental blood and 
tendency will prepare for just such an emergency 
He will see that these chil- 
dren are not overworked in any way,—in school, 
in labor, or in anything that would tend to bring 
on exhaustion of their enfeebled powers. These 
children should be carefully nourished, and be 
given plenty of time for rest and an out-of-door 
life. Education, as it is carried out at the present 
time, is not y~y good for the psychopathic indi- 
vidual. It is too burdensome, too intricate, and 
too misplaced; it is the education of the intellect 
rather than the education of the individual, and 
particularly should these psychopathic people be 
restricted from this present-day educational sys- 
tem. Of course, there are many handicaps in the 
way. The parents are very anxious for the child 
to have an education, and, quite as often, are quite 
anxious to have the child away from home so that 
their responsibilities may be lessened. Granted 
that the child gets through the first or even the 
second decade of life without any manifestations 
of disordered nervous system, when the time of 
stress and strain comes upon him we will find 
him ill-prepared for it, particularly between the 
ages of 20 and 30, when, according to our usual 
assumption, he is engaged in his life work. If he 
survives this period, he may be in fairly good 
condition until he reaches the age of 45 or 50, 
when another strain comes to him, and he then 
shows his inherent weakness. 

One of the principal handicaps to the treatment 
and care of these people is the family or friends. 
The patient gets more free advice and information 
than is generally given at the average free dispen- 
sary. The physician, too, who is finally asked to 
consider the care of the individual, receives an 
abundance of misinformation and foolish advice 
after the family have acknowledged their defeat 
in the patient’s care. There ought to be some law 
or, at least, some definite understanding in the pro- 
fession relative to the care of the patient; that the 
patient should be put under the strictest supervi- 


as commonly arises. 


sion of the physician, and that he should be sep- 
arated entirely from all this loquacious and sup- 
posedly sympathetic attachment. The physician 
should be permitted to train the individual into 
better habits of thinking and methods of living, 
teaching him regularity in his home life, as well 
as in his other active life. But this is Utopia. 
Very few people will graciously submit to rules 
and regulations. The result is that few psychopa- 
thic individuals are improved in their mentality, 
—their outlook upon life. The wise thing to do 
with the average psychopathic person is to change 
his environment; that is, to take him away from 
home, his family and friends, place him in an 
institution where he can be confined, controlled, 
and educated, and treated for whatever physical 
disease he may have. A few weeks of so-called 
loneliness may be transformed into a few weeks 
of bliss and contentment because the nagging of 
the family is not the prevailing issue. Many of 
these people make a fair recovery or at least are 
improved to a degree by their seclusion, isolation, 
and separation from all former entanglements. 

One very important thing in the study of the 
psychopathic is the possible benefits by marriage. 
The chances, of course, are very great against 
the improvement of the race by the marriage of a 
psychopathic individual to a normal one having a 
good heredity because it is imposible to tell who 
will be the determining factor in the marriage. 
Granted that the strain is good on the family side, 
and that either of the persons about to be married 
has only acquired defects, the probabilities are that 
neither one will suffer nor will their descendants. 
suffer. On the other hand, if the man has all the 
errors of his blood, they will crop out, and the 
probabilities are that something detrimental will 
happen to the offspring. With this there is a sav- 
ing clause, however,—-a man or woman who car- 
ries the skeletons of the family also carries a large 
host of virtues; so perhaps virtue may predomi- 
nate over disease or defect, and thus a happy strain 
is brought about. 

There has been a great deal of talk about cousins 
marrying, and both the church and the law have 
pondered over it and shuddered at it. Even in 
the 18th chapter of Leviticus there are thunderings 
of divine wrath upon “the man who shall approach 
unto any that is of near kin to him”; and yet 
cousins marry, near cousins as well as distant 
cousins, brothers and sisters, and fathers and 
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daughters marry,—and if the strain is good there 
is no probability of any outcropping of anything 
unfortunate. But if the strain is bad, there is the 
same likelihood as there is in the mating of other 
adverse and contradictory strains, with the same 
result. In ancient Egypt during the reign of the 
Ptolemies, who ruled over Egypt and gave it a 
polished and brilliant civilization for many cen- 
turies by the sheer intelligence and character of 
its members (this includes the ancestry of Cleo- 
patra), there was the highest inbreeding in re- 
corded history without ill results. The family 
furnished illustrious and able rulers for centuries. 
Many similar brother-and-sister, uncle-and-niece 
marriages took place among them from the first 
to the twelfth Ptolemy. The families of the pres- 
ent rulers of Siam have intermarried in a similar 
manner for 4,000 years except in the past two 
generations. The marriage of Charles Darwin 
with his cousin, Emma Wedgewood, grand-daugh- 
ter of the founder of the great Wedgewood pot- 
teries, has resulted in four sons who have been 
ornaments to the history of England. Other fa- 
mous intermarriages bear the same record of good 
results. It is said by Wiggam that dominant qual- 
ities under typical conditions do not ever skip a 
generation, but recessive qualities will skip one 
to four generations. On the other hand, inter- 
marriages have wrecked some of the royal houses, 
particularly the Houses of Spain and Austria— 
after insanity had crept into the blood, probably 
through the grandmother of Charles V of Spain. 

It hardly seems necessary to go into the symp- 
toms of the psychoneuroses. They are usually of 
a mixed type, and they embrace almost any com- 
plaint that can be described by a patient. Hence 
these unfortunates are often looked upon with in- 
difference and are treated accordingly. They 
should be as carefully investigated as any other 
sick person, for their complaints are very typical 
and just as discomforting to them as those of a 
They 
are easily fatigued and exhausted mentally, and 
that means that the fatigue and exhaustion are 


patient suffering from any other disorder. 


transmitted to their physical apparatus. Naturally 
everything that is contained within them becomes 
irritable and disturbed, and they are classified 
under the common names of neurasthenia and 
psychasthenia because these are easy terms to use, 
and, as they cover a multitude of the sins of omis- 
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sion on the part of the doctor, they are convenient 
terms. 

You will find that most of these people com- 
plain of headaches and uncertainty; they are 
supersensitive, have vague pains, and are more or 
less sleepless, and they are probably emaciated or 
at least their somatic functions are so disordered 
that their chemistry is entirely changed. The first 
thing these people need is protection. That means 
that they must be given an opportunity to recu- 
perate, to restore the activity and vitality of their 
tissues, which requires proper feeding. It does not 
necessarily mean that they must be overfed or 
over-fattened, as with the old form of rest cure. 
It is much better for them to gain in weight slowly, 
or even to hold their weight rather than to increase 
the amount of substance. The eliminating func- 
tions of the various organs of the body should be 
carefully attended to. The kidneys should be as- 
sisted in their functions by the proper administra- 
tions of water, the use of baths. The intestinal 
tract must be looked after by the usual careful 
methods of feeding and a general clearing-out 
process by enemas and sometimes laxatives of a 
simple sort. Above all, we try to improve their 
mental and emotional habits, first explaining to 
them that they can tell their story once and for all, 
explain away their fears and combat their obses- 
sions; and teach them to use self-control. Under 
the circumstances rest is the one and imperative 
thing for them to go through and this period of 
rest varies according to the individual. A man 
or woman who has been in a disordered state of 
mind and body cannot rest in a few weeks. Such 
patients must have a long enough period so that 
they can really make some start toward restoration. 
During all this time much of their digestive 
disturbances can be overcome; their constipation 
disappears because they are properly fed, and 
properly cleaned out. Their muscular activity 
improves under rest rather than under forced ex- 
ercise, in an exhausted individual. Their appetite 
is a matter of no special concern. They are simply 
told to eat, ordered to eat, and are fed, if neces- 
sary, without regard to whether they want food or 
not. They must be trained to sleep, even at the 
expense of giving them some of the milder soporif- 
ics. There is much said about the harm that drugs 
do, but when patients are in a hospital and prop- 
erly managed it is very easy to remove the drug 
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when advisable, and eliminate the habit. If one 
can keep them long enough, rest them long enough, 
and separate them from their families long enough 
and eliminate the curious and so-called sympa- 
thetic friends, these people get so much better they 
are astonished at themselves. They get a better 
hold on life, they have learned during their course 
of rest and training that there is something worth 
while trying for. The ordinary, common, every- 
day assurance on the part of the doctor who does 
nothing else, furnishes little relief for these unfor- 
tunates. To make them better one must do some- 
thing for them and make them understand why it 
is being done. 
DISCUSSION 


Dr. FrepericK Moerscu, Rochester: I believe if Dr. 
Jones had held us to his word we would have all left the 
room when he said that if there were psychoneurotics here 
they should go out. I believe that in an audience of fifty 
men there are probably forty-five with some psychoneurotic 
taint. If a man is 100 per cent square with the world it 
should not be hard for him to become president, or to get 
along as W. A. Jones. But we are not all 100 per cent, and 
probably the reason for that is that the environment does 
play a part. Undoubtedly heredity is the great factor. In 
the last thirty or forty years we have all recognized that 
eugenics is probably the keystone for the entire psycho- 
neurotic problem. 

As Dr. Jones said, if a patient wants to go let him go. 
It is almost hopeless to struggle along with a patient who 
has not the material in him to fight with. If the personality 
of the patient can be analyzed, some definite adjustment 
may be reached, but only too often after the patient gets 
back into the home the same financial and social difficulties 
arise, and the patient slips back into the old way. 

The greatest expense of the state of Illinois is its public 
schools, which runs up into the millions. Its second largest 
expense is the care of the insane, the feebleminded and the 
criminal. That is really something to think about. Each 
year those expenses are becoming greater and greater, and 
all the time not only the laity but scientific persons get the 
idea that education is going to correct this. As Dr. Jones 
has said, brains cannot be made with education. There 
must be some fundamental change because it is these rather 
poor individuals with a poor makeup that propagate by the 
tens, where the more highly cultured and probably better 
qualified individuals have no offspring, or only one or two. 
I believe that the solution of the problem will come from 
the standpoint of heredity, and not in the treatment of the 
existing condition. 

Dr. E. L. Tuony, Duluth: I was among those that were 
about to leave the room also and refused to be called 
psychoneurotic. I come up here chiefly to pay tribute to 
the essayist, whom I greatly admire. Taking him at his 
word—and it certainly is important that we all study our- 
selves and that we induce our patients to do likewise—his 
strength is in his brain and not in his hair. 

The medical profession is accused on all sides of being 


interested only in the objective. The 75 per cent of folks 
who are profoundly unhappy and possibly sick have a host 
of troubles that are based on just what he is talking about, 
and we must give these callers conscientious attention. 
Heredity considered or not, the die is cast. Heredity is 
that feature influencing present day life comparable with 
those great forces of nature that have brought the world 
to what it is. There are said to be stars of such magnitude 
and such distance from the earth that even though light 
travels 180,000 miles a second, the light that is hitting the 
earth and is only picked up by the highest powered tele- 
scopes now, left its source when King Tut was being put 
in his tomb. 

Most of us think altogether too finitely to grasp this 
amazing problem of heredity, and so, logical as eugenics 
may be, it seems almost hopeless. Therefore we have to 
do something to keep a lot of poorly equipped humans 
straight. Education alone can not do it by any means. 
The conventions can’t do it. The church can’t do it all by 
itself. The family life is perhaps the most important factor 
of all, and yet family life in this country is sorely threat- 
ened. The Literary Digest of about a month ago stated 
that there was one divorce for every three marriages in Ore- 
gon. The condition for the country as a whole is, I think, 
something over seven marriages for each divorce, whereas 
in Canada there is only one divorce for every 119 mar- 
riages. What is happening to our family unit? In a 
yearly change of cars many of our citizens must be includ- 
ing their consort. 

Now, one thing to show the perversity of fate. There 
is a famous fresco in the Vatican at Rome by Michael 
Angelo. He painted heaven up here on the left hand side 
and hell down on the right side. An archbishop came in 
and criticized his work, stating that the women figures 
(those angels) were altogether too nude. So, in return for 
his criticism, Angelo painted the archbishop down in hell. 
The archbishop came along and demurred, saying to the 
Pope, “Why does he put me down there? Have him take 
me out at once.” And the Pope said, “I have no power 
down in hell. I can’t take you out.” So the Bishop whose 
name would long ago have been lost in time’s turmoil has 
been immortalized. 

And so on that basis—this famous Kallikak, I will ask 
you: Is he more famous on account of his foot slipping 
on the Hudson or on account of his association with the 
Quaker? 

Dr. FRANK Bixuincs, Chicago: I am interested because 
I have had some experience in this subject. I was chair- 
man of the Board of Charities in Illinois from 1906 to 1912, 
inclusive. I had opportunities to study the subject of in- 
sanity and of feeblemindedness as they prevailed in our 
own state and became so interested that our Board made 
investigations elsewhere. In 1908 we had 12,000 insane 
dependents in hospitals in Illinois. We had 1,300 feeble- 
minded at our school at the Lincoln School for Feeble- 
minded. We had over 10,000 epileptics in the state, some of 
whom were in institutions, either insane or feebleminded, 
but the larger number were outside. New York had the 


largest number of insane and feebleminded; Pennsylvania, 
Massachusetts, Ohio, Illinois running along together. 

In the eight years that I was in this work we found that 
in Illinois there was a net annual increase of three per 
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cent of these people; practically the same in New York, 
Pennsylvania, Massachusetts, Ohio. Those are the most 
densely populated states. Now figure that out: 12,000 in 
hospitals in 1908, a net increase of 3 per cent, see how 
many more patients you have year by year. In 1908 the 
appropriations made by the legislature for the care of the 
insane and feebleminded, orphans, delinquents—some of 
them in St. Charles school for boys or Geneva school for 
girls—was eight million dollars for the biennium, the legis- 
lature meeting every two years. Two years ago when the 
last legislature before the present one met, the appropria- 
tion for the same people in Illinois was 30 million dollars, 
an increase of 22 million dollars in seventeen years. That 
increase in the appropriation was not due altogether to the 
increased number; they received better care than formerly. 

Now that is true all over the country and doubtless true 
in Minnesota. Unless something is done to prevent the 
procreation of this class of people it will continue. Even 
though you segregate them and take care of them all they 
are not happy. The increase in our taxes is going on year 
after year. If the same increase goes on in Illinois in the 
next seventeen years it will cost sixty million dollars to take 
eare of this class of people annually in Illinois. 

Thinking about the matter, our Board thought first of the 
segregation of a larger number of them even though it costs 
money. So Illinois today has a colony for epileptics, two 
institutions for the care of the feebleminded children of the 
state, hospitals for the insane housing over twenty thou- 
sand, besides those that are in private institutions. Well, 
that’s made better care but it hasn’t checked the annual 
increase. 

Just at that time, 1908 and along there, Ohio had passed 
a bill, and I think Oregon or one of the northwestern states 
had also passed a bill to sexually sterilize both male and fe- 
male delinquents and criminals. You know about how the 
sterilization was done: vasectomy in the male and salping- 
ectomy in the female, not interfering at all with sexual 
function but if properly done preventing conception. The 
bill was prepared and in the preamble I had written into 
it the famous Juke family, whose numerous descendants 
were all delinquent, criminal, feebleminded and what not; 
and the Jonathan Edwards family, about the same number, 
everyone of them normal. It went to the committee and 
there were hearings held. When we talked about this pro- 
tection of the public and that it didn’t interfere with the 
pleasure or function of the individual, many women and 
men present nodded their heads and approved, but religious 
sects in Illinois prevented its passing. 

I think Dr. Jones’ paper is a splendid consideration of the 
subject, 

Dr. ArtHurR SWEENEY, St. Paul: I don’t know what Dr. 
Jones said in his paper but I am going to agree with him 
because I have known him sometimes to be right, and I 
know that in this matter he is founded upon sound teach- 
ing, in that he is a disciple of Wiggam, whom I regard as an 
apostle of sound doctrine. I don’t know what he said but I 
know something about the fact that something must be 
done—if we are going to build up a good citizenship in 
this country, if we are going to build up sound minds and 
sound bodies—-to exercise the same care in the breeding of 
men that we do in hogs. We recognize the economic value 
of a good hog or a good bull or a good cow. It produces 





money, and has results, tangible and concrete, that don’t 
need any abstractions in their interpretation. But with hu- 
man beings we are medieval, archaic in our system of 
treatment. We must face this fact. 

Under the law a dead man cannot dispose of property. 
A will is not a right; it is a privilege awarded by the state 
that a man may before his death dispose of his property. 
In other words, it is a permission given by the state and 
not a naturally inherent right. What should be the attitude 
of our lawmakers and of people generally in regard to the 
right of procreation? Is there a right, an inherent right, 
outside religion, to justify the propagation of the unfit? 
Where can you find it right for a man to reproduce his kind 
to the detriment of society? So long as society exists we 
must recognize our duty to that society. I have no right to 
go out and steal. I have no right to go out and burn and 
destroy and violate the laws. But I have the right to repro- 
duce. Any person can do it. Is it a right? Is it in con- 
sonance with the laws and regulations of society, and with 
the proper development of our social instinct that any fool 
can go out and get married and bring other fools into the 
world? Where is the right? We only find it in that re- 
ligious doctrine which says, “Crescite et multiplicamini,” 
“Increase and multiply,” a religious formula that is found- 
ed upon superstitution and lack of scientific regard for the 
consequences, lack of care for the effects on society, and 
lack of foresight for our own welfare. 

We talk about eugenics in a very nice way. Let us segre- 
gate the unfit! If our army tests have taught us anything 
they have taught us that 42 per cent of the people in the 
United States are under thirteen years of mental age. They 
represent 7 per cent of the feebleminded; 15 per cent of 
the moron type under eleven years of mental age; and 20 
per cent of the dull normal who work with the pick and 
shovel, who can reach only the fourth grade in school, can 
never become properly literate, can never read the Consti- 
tution nor the things that go on in the world, and can 
never reason from abstract principles but only from the 
concrete things that their hands can feel and their eyes 
can see. What rights have they against that superior 15 
per cent who are the educated, good citizens, captains of 
industry, the high-minded, superior, intellectual type of our 
country? What rights have they to set their votes against 
the higher opinion of the more intelligent type? We have 
got to face these facts, gentlemen. 

How are we going to segregate the people of Minnesota, 
for instance, according to their right to procreate except 
by dividing the state in half and putting the incompetents 
and unfit in one-half and setting the rest of the people on 
the line to guard them for fear they might accidentally 
come into sexual contact? It would keep us pretty busy. 
That’s the trouble with eugenics: It doesn’t work in prac- 
tice. It would be very nice indeed if we could do those 
things, but what’s the use of our talking about that sort 
of thing? 

Very much more to the purpose would be stimulation 
of the increase of the superior type by bonus. If a man 
has two children let him have a certain proportion of ex- 
emption from taxes. If he has three or four or five or six 
let his exemption be greater. Put a bonus upon the de- 
velopment of the fit rather than a penalty upon the unfor- 
tunate unfit who can’t understand and would rebel against 
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what they considered to be interference with an inherent 
right. But even that plan won’t work, because who is to 
draw the line? 

We have got to approach this matter in a practical way. 
Eugenics is all right in theory but it won’t work in prac- 
tice because we haven’t educated the people. We haven't 
yet arrived far enough in psychological investigation of who 
are the right people to procreate. One of the most superior 
intellects that I found in Camp Dodge was a negro who had 
never been to school, couldn’t write his name, didn’t know 
about anything except the hind end of a mule, and yet he 
was an intelligent individual. 

I only want to conclude by emphasizing one thing: We 
have got to educate the people. This kind of talk is all 
right in a medical society but we don’t need to be con- 
vinced. You gentlemen owe a duty to the people among 
whom you dwell to educate them against the idea that 
procreation is a right. It is a privilege that should be 
granted only to those who can produce good citizens. 








ZINC STEARATE DUSTING POWDERS FOR 
INFANTS 
The second report of the Committee on Accidents from 
Zinc Stearate Dusting Powders appointed by the Board 
of Trustees of the American Medical Association has re- 


_ cently been published. 


There were reported to the Committee 131 accidents 
from the inspiration of zinc stearate dusting powders by 
infants. Twenty-eight of the victims died. The Committee 
conferred with representatives of certain distributors con- 
cerning the dangers incident to the use of such powders 
on infants. Following a meeting held at the headquarters 
of the American Medical Association, these distributors 
agreed to co-operate by adopting self-closing containers 
for the powders they distribute and agreed that cautionary 
labels are desirable. Opinions were secured from thirty- 
four representative pediatricians concerning the therapeu- 
tic value of zinc stearate dusting powders. Thirty-one 
believe that such powders have no advantage over other 
dusting powders, that they constitute a hazard to infant 
life, and that their use should be discouraged. 


Heliotherapy——Generations of laymen as well as physi- 
cians have somehow assumed that part of the beneficial 
effects of outdoor life is attributable to sunshine. The 
influence of sunlight on health and disease is being un- 
ravelled gradually. An impetus to the study has been de- 
rived from the investigations of the biologic actions of 
light, particularly as they are related to dietary deficiencies. 
It is now clearly established that exposure to ultraviolet 
radiations will protect against the effects of the lack of 
antitrachitic factors in the diet. Furthermore, foods may 
acquire antirachitic properties by being irradiated. Recent 
experiments on the effect of radiation on the bactericidal 
power of the blood indicate that the exposure of the skin 
of animals to a source of ultraviolet radiation gives an in- 
creased bactericidal power to the blood and serum. It has 
been found that irradiation for purposes of treatment must 
be carefully graded, since excessive exposures cause a 
deterioration of the blood no less striking than the im- 
provement obtained with smaller doses. (Jour. A. M. A., 


May 16, 1925, p. 1498.) 
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CAUSES OF SOME SURGICAL FAILURES IN 
GALLBLADDER DISEASE* 


W. C. Carroit, M. D. 
St. Paul 


Occasionally, we have patients return to us after 
apparently perfect operations for disease of the 
gallbladder and ducts with either a continuation 
or a recurrence of the symptoms for which the 
operation was performed. It is often very dis- 
agreeable to try to explain to them the reason for 
these symptoms, especially when they have existed 
for a considerable period or have recurred some 
time after the operation has been performed. 
These cases should not be put off with a few words 
and a prescription, but their symptoms should be 
even more carefully analyzed to ascertain definite- 
ly, if possible, the cause of their trouble. 

This paper presupposes that the operation was 
carefully and properly performed; that there had 
been a careful exploration and that no organic 
lesions of the stomach or duodenum were present, 
and that the appendix, if diseased, had been re- 
moved. 

If we assume that a gallbladder infection is usu- 
ally secondary to some other focus, we should 
always carefully inspect the nose, mouth and throat 
for any evidence of disease. If there is any pres- 
ent, it should be immediately eradicated, and one 
may be surprised to see how some of these hang- 
over symptoms will disappear. 

Constipation should always be corrected by diet 
or mild laxatives. Saline cathartics, such as the 
Carlsbad salts, taken in small doses before break- 
fast, will frequently prove very beneficial from 
their cholagogic action. 

We should further remember that an old luetic 
infection, which apparently has been very obscure, 
may complicate any other organic trouble. Pos- 
terior root pains have been often mistaken for or- 
ganic abdominal disease. Reliance should not be 
made on the blood Wassermara, but the spinal fluid 
should be examined in all suspicious cases. The 
question then arises how to determine the suspi- 
cious cases. We must remember also that a posi- 
tive Wassermann does not mean that the patient 
may not also have gallstones. However, when a 
patient returns with some indefinite symptoms fol- 





*Read at the Ramsey County Medical Society, May 
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lowing operation, we should review our operative 
findings and see if the pathology present at that 
time was sufficient to account for the patient’s dis- 
comfort. If we have had a negative blood Wasser- 
mann previous to operation, it would be advisable 
to have the spinal fluid examined. 

Those complaining of pains form quite a large 
percentage of the postoperative returns. The type 
and exact area of the pain should be very careful- 
ly noted. A painful scar which gives discomfort 
when it is stretched or is tender to pressure usually 
yields to hot applications and massage or dia- 
thermy. When the pain runs along the border of 
the ribs towards the back, it is frequently due to a 
traumatic neuritis or myositis possibly caused by 
too vigorous pulling on the retractor, which pulls 
the ribs outwards. At times the retractor may slip 
part ways out of the deep wounds and dig into the 
soft tissues. A reflex diaphragmatic irritation may 
also be caused in a similar manner. Local heat 
and immobilizing the lower part of the chest with 
adhesive tape will cause these symptoms to disap- 
pear. 

Pain occurring deeper in the abdomen and per- 
haps referred to the back may be the result of 
adhesions about the ducts, or to an actual imping- 
ing, angulation or constriction of the common duct. 
If the latter be the case, a slight tinge of jaundice 
may occasionally be present. Pain in this com- 
plication may become more severe than in the 
other conditions—perhaps more severe than in 
any, except where a stone has been left in the com- 
mon duct. This pain may be directly under the 
scar, or in the epigastrium, and again, it may radi- 
ate around under ihe costal border to the back. 
Where a partial obstruction of the duct occurs, 
there is, in addition, a sense of fullness in the epi- 
gastrium and tenderness along the costal margin, 
jaundice of varying degree being usually present. 
These patients usually require additional surgery 
before relief is obtained. 

Abdominal tenderness is often present for a time 
following operation and, as a rule, receives little 
attention. However, in patients with a hypersen- 
sitive abdomen it is often. a very difficult symptom 
to relieve. It may be due to a pinching of the 
small nerve filaments in the scar tissue, or to an 
overproduction of scar tissue as in a keloid. If 
it be a scar of keloid tendency, x-ray or radium 
will do much to relieve the patient. If, however, 


it is due to a pinching of these nerve filaments, 
heat and massage seems to give the best results. 
At times it may be necessary to inject alcohol 
about the wound. 

Very frequently, the only symptoms remaining 
after surgery of the gallbladder and ducts are 
referable to the stomach. Bloating and belching 
after meals may be due to either a hypoacidity or 
hyperacidity, plus pylorospasm. Cases presenting 
these symptoms should always have a test meal to 
determine the degree of gastric acidity. Frequent- 
ly, cases with hypoacidity have severe cramp-like 
pains in the epigastrium almost resembling a gall- 
stone colic. The pain may even radiate to the 
back and frequently runs around the costal margin. 
Looseness of the bowels may, at times, be a symp- 
tom. Physical examination does not reveal very 
much even at the time of pain. These symptoms 
readily disappear when liberal doses of dilute 
hydrochloric acid are given. Persistent hyperacid- 
ity should be relieved by alkalis, and, where py- 
lorospasm is present, some antispasmodic is indi- 
cated. Pylorospasm is usually diagnosed by the 
x-ray, but care should be exercised to rule out an 
obstructed pylorus due to postoperative adhesions. 
Re-raying these patients after having given them 
atropine will clearly differentiate between a spasm 
and an organic obstruction. The symptoms of 
obstruction due to adhesions will vary in severity 
depending upon the degree of the obstruction pres- 
ent. Where it is marked, relief can hardly be 
obtained without reopening the abdomen, and, if 
possible, freeing the adhesions and interposing 
omentum. In some instances, however, it will be 
necessary to do a gastro-enterostomy. 

Adhesions, as previously stated, may also cause 
kinking or partial obstruction to the common duct. 
producing symptoms which resemble postoperative 
stricture of the duct, and probably can be told 
only at operation. 


Jaundice beginning or recurring some time after 
the operation may be due to a (1) reformation of 


‘a stone in the duct, (2) stricture or angulation of 


the duct due to adhesions, (3) carcinoma of the 
duct, (4) change in the head of the pancreas either 
benign or malignant. Stones are usually the easi- 
est to diagnose, as they may present the symptoms 
of pain, chill, fever, nausea, vomiting, and later, 
jaundice. Frequently the stone works down to 
the ampulla, where the ball valve action takes 























place. Stricture or angulation of the ducts causes 
slight jaundice, which is more or less constant and 
accompanied by pain along the costal margin or 
into the shoulder, and tenderness along the liver 
edge. Carcinoma of the common duct is usually 
first noticed by jaundice, which develops gradual- 
ly and is permanent, never intermittent, and be- 
comes very marked. Pain may be dull or aching 
in character and felt along the costal border or 
epigastrium. Inflammatory or malignant disease 
in the head of the pancreas may cause jaundice, 
which is often hard to differentiate from cancer 
of the duct itself, except when the abdomen is 
opened. However, in pancreatic involvement there 
may be metabolic disturbances which help in the 
diagnosis. 

Another condition which recently came to my 
attention was a case of hemolytic jaundice which 
had been operated elsewhere for gallstones four 
years previous. She improved for a time and then 
_slight jaundice and epigastric distress and occa- 
When I ex- 
amined her she was in a crisis and the spleen was 
easily palpable a hand’s breadth below the costal 
margin. This receded somewhat as her symptoms 
improved. I later did a splenectomy and, to date, 
she has been entirely relieved. While this condi- 
tion is rare when considered with others that cause 
a persistence or recurrence of symptoms, never- 
theless, it should be borne in mind. 

In women, epigastric distress, gas, etc., may be 
caused reflexly by pelvic conditions such as a 
large cystic ovary densely adherent to the cul-de- 
sac, or an adherent retroflexion. I have seen both 
of these conditions cause the above symptoms 


sional stomach upsets began to occur. 
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which disappeared when the pathology was cor- 
rected. 

In one of Deaver’s recent clinics he states that 
the common cause for the persistence or recurrence 
of symptoms is prolonged pathology. In other 
words, he says, “failure to make an early diag- 
nosis, or having made the diagnosis, procrastina- 
tion in advising surgical relief. The internist 
occasionally tells us much of his clinical material 
is made up of patients suffering from recurrence 
of symptoms following operation for gallstone 
disease or ulcer. The answer is: So many of the 
patients for whom either of these operations have 
been made were long sufferers before operations; 
in other words, the diagnosis was not made early 
enough for early operation. Late operation, bet- 
ter, of course, than no operation at all, reveals 
late pathology—pathology which is no longer con- 
fined to the point of the original focus, but ex- 
tended well beyond this point, involving adjacent 
instructures, in the shape of chronic pancreatitis 
following medically treated gallbladder disease.” 

Pancreatitis very commonly follows chronic 
cholecystitis and is apt to clear up only very slow- 
ly after cholecystectomy, tending to keep up the 
symptoms for which the patient was operated. In 
a like manner, hepatitis may also keep up the 
symptoms for a time, as it has been shown that 
there is a free communication between lymphatics 
of the liver and those of the gallbladder—infection 
passing from either one to the other. It may readily 
be seen that symptoms of distress and indigestion 
may persist until all evidence of infection in the 
pancreas and liver have disappeared, which, under 
certain circumstances, may be a long time. 








EFFECTS OF VACCINATION AT UNIVERSITY 
OF CALIFORNIA 


There has been no case of smallpox among the student 
body of the University of California at Berkeley since 1907, 
when the regents adopted the rule that all entrants must 
possess satisfactory evidence of immunity to smallpox be- 
fore they can be admitted. In the State of California for 
the year ending Dec. 31, 1924, there were reported 9,424 
cases of smallpox. As this makes a case rate of 2.41 per 
thousand population, our pro rata expectation of smallpox 
cases among the student population, calculated on 10,000 
individuals, would be twenty-four cases for that year—if 
vaccination were not enforced. There were three cases of 
smallpox among unvaccinated employes, two of whom were 
janitors, and one was a stenographer. Students who came 
in contact with these individuals and with others during 
an epidemic, in our city in 1913, when five afflicted persons 
out of thirteen cases died, were absolutely protected. It is 





therefore needless to offer any arguments save the one that 
compulsary vaccination should be required of all entrants 
on matriculation.—-Legge, R. T., Pub. Health Rep. 40:1037 
(May 22), 1925. ace 

SMALLPOX TAKES HIGH AND UNNECESSARY TOLL 

Fifty thousand persons in the United States last year 
had smallpox unnecessarily. More than 800 of that number 
died needlessly. They had not been vaccinated. 

No one need have any fear of being vaccinated, says 
Hygeia, popular health magazine published by the Ameri- 
can Medical Association, in its September editorial pages. 
Among the millions of persons in the world who have been 
vaccinated against smallpox, accidents have occured to 
only a few. Many more fatal accidents have resulted from 
a closely trimmed fingernail or corn. 

Hygeia recommends that a person be revaccinated every 
five or seven years to make protection against the disease 
absolute. 
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CAUSES OF DEATH IN THE FETUS AND 
NEWBORN: BASED ON 450 
NECROPSIES* 





Frep L. Apair, M.D. 


Minneapolis 





Before taking up the consideration of our series 
of autopsies on stillborn fetuses and newborn in- 
fants, a few facts relative to the situation in Min- 
neapolis will be presented as a basis for more 
intelligent consideration of the facts gleaned from 
our autopsy material. 

During the years 1914 to 1924, inclusive, there 
was a total of nearly 98,000 living births, of which 
over 50,000 or 51 per cent were delivered in the 
hospital, and about 48,000 or 49 per cent in the 
home. Of these deliveries approximately 36,000 
or 36 per cent were done by physicians in the 
home, making a total of over 87 per cent delivered 
by physicians. During this period about 12,000 
or 12 per cent of the deliveries were done by mid- 
wives. The percentage of hospital deliveries has 
increased during this period of time from 25 per 
cent in 1914 to 70 per cent in 1924. The percentage 
of home deliveries has decreased from 75 per cent 
to 30 per cent. The percentage of deliveries by 
midwives has decreased during this same period of 
time from 20 to 6 per cent. 


During these same years there was a total of 
about 3,700 stillbirths with an average percentage 
to living births of 3.7, which percentage has re- 
mained practically stationary during this entire 
period of years. In this time over 2,200 or 60 
per cent of the stillbirths occurred in the hospitals 
of the city. The percentage of stillbirths occurring 
in the hospitals has increased from 35 to 75 per 
cent. The increased gain was at a somewhat lesser 
rate than that of the total deliveries taking place 
in hospitals during this period of time. The aver- 
age percentage for hospitals is somewhat higher 
than for the city at large, being 4.4 per cent of the 
living births. 

During this time approximately 1,400 stillbirths 
occurred in the homes, an average percentage of 
2.9. The percentage decrease of stillbirths in the 
home has not been so great as the percentage de- 
crease of total deliveries in the home. These fig- 





*Read before the Minnesota State Medical Associa- 
tion, Minneapolis, April, 1925. 


ures indicate that while the actual number of still- 
births taking place in the hospitals has shown an 
enormous increase, there has been an actual per- 
centage decrease. 


The same facts hold true in regard to the neo- 
natal deaths, except that the percentage decrease 
has been even more marked. There have been 1,850 
neonatal deaths in the hospitals, this being 54 per 
cent of the total number. Something over 1,500 
neonatal deaths occurred in the home, an average 
percentage of 45. This shows a relative decrease 
in the hospital even more marked than that taking 
place for stillbirths. If one considers the actual 
number of stillbirths taking place during this 
period of time one finds an actual increase in num- 
bers but no increase in the rate. There is a slight 
percentage decrease, dropping from a rate of 39 
per thousand living births in 1914 to a rate of 35 
in 1924, with an average rate of 36. During this 
same time the neonatal rate has decreased from 36 
in 1914 to 29 in 1924, with an average rate of 34 
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per thousand living births. This decrease is not 
striking, but shows some improvement. 

It is interesting to compare the decrease in still- 
birth and neonatal death rates with those of later 
infant deaths and total infant deaths during this 
same period of time. By later infant deaths we 
mean those which occurred after the first two weeks 
of infant life. The rate in 1914 was 47 and in 
1923 it was'22, with an average rate of 32. This 
shows the rate reduced by 50 per cent during the 
ten-year period. The total number of later infant 
deaths during this period was over 2,800. The 
total infant deaths during this period of time were 
over 6,000, the rate dropping from 82 in 1914 to 
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54 in 1923, with an average rate of 68. If we 
combine the stillborn and neonatal death rates 
during this period we find a total of over 6,400, 
which exceeds by 400 the infant deaths during the 
first year of life, and by 3,600 the later infant 


Table 2. 


Total Births, Living Births, Stillbirths, 
ana Neonatal Deaths in Minneapolis 
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deaths. The decrease in the combined rate during 
this ten-year period has been negligible, dropping 
from 75 to 70, with an average rate of 73. These 
figures indicate clearly the necessity for a better 
understanding of the causes of death in this par- 
It also points out very 
definitely where the large saving of infant life 
can be accomplished, if any such accomplishment 
is possible. 


ticular group of cases. 


That no very strenuous effort has been made 
during the last decade or more to find out the 
causes of these deaths may be illustrated by the 
record of autopsies on stillborn and newborn in- 
fants as gleaned from the Health Department. In 
1914 there was a total of 13 autopsies in a total 
of approximately 600 fetal and newborn deaths. 
This shows only a slight increase until 1923, when 
we undertook this work. During 1923, by efforts 
directed toward securing more of this material, 
In 1924 we 
secured a total of 188. Up to date, during some- 


we performed about 179 autopsies. 


thing over two years of effort, we have secured 
autopsies on 450 fetuses and newborn infants. 


This work has been carried on under the auspices 
of the Children’s Bureau, Department of Labor, 
Washington, D. C., and the departments of Pathol- 
ogy and Obstetrics at the University of Minnesota. 


We have for analysis the autopsies on 450 cases 
of fetuses and newborn infants. Before taking up 
this analysis a few definitions and explanations 
may be in order. This autopsy material has been 
divided into two main groups: first, the group of 
stillbirths or fetal deaths; and, second, the group 
of newborn or neonatal deaths. By the stillbirth 
or fetal death we understand any death prior to 
birth or that of a fetus born with the heart beating, 
but without the establishment of respiration. We 
have restricted the use of neonatal death to those 
fatalities occurring in the first fourteen days of 
infant life. This definition is somewhat more 
restricted than the original one of Ballantyne, who 
covered the first month of postnatal life with the 
term neonatal period. 

We have also divided our material into the pre- 
viable and viable groups. In the pre-viable group 
we have included all fetuses dying before or short- 
ly after birth, which had not reached a sufficient 
stage of gestation to insure existence. This was 
based on a menstrual age of twenty-four weeks 
and a crown heel length of 34 cm. In the viable 
group we included all fetuses and newborn infants 
which were born after this period or had attained 
a body length in excess of this measurement. They 
were placed in this viable group irrespective of 
the fact that they might be dead-born or alive at 
the time of birth. 

Table 3 
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Our stillbirths or fetal deaths have been divided 


into three groups: first, the antenatal or antepar- 
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tum group, which includes all those fetuses which 


died prior to the onset of labor. The time of 
death was determined by the best available clinical 
or pathological evidence. The second group we 
call the intranatal or intrapartum, which group 
includes all fetuses dying during the process of 
labor. The third group, postpartum or postnatal, 
includes those infants in whom death could not 
actually be said to have occurred until the cessa- 
tion of the heart-beat. This subdivision includes, 
then, a group of fetuses which were live-born with 
the heart beating, but in whom no respiration was 
established. 

The neonatal group has been subdivided accord- 
ing to the day of death. These groups are also 
subdivided according to fetal and maternal causes 
of death, so far as these causes could be deter- 
mined by clinical evidence and autopsy findings. 

We will now proceed to analyze the different 
groups as enumerated above. In our entire series 
of 450 autopsies, thirty-nine cases or about 9 per 
cent fall in the pre-viable group. Of these, nine- 
teen or 49 per cent died antepartum deaths. Tox- 
emia of pregnancy was the maternal cause in three 
cases. Syphilis was demonstrated in one instance. 
The remaining fifteen cases succumbed to a variety 
and in many instances unknown or apparently in- 
sufficient causes, such as maternal injury from a 
fall, placental infarcts, habitual abortions, missed 
abortion, and premature separation of the placenta. 
There were only three or 8 per cent of these cases 
in the intrapartum group of stillbirths. In one 
of these there was a premature rupture of the 
membranes with a prolapsed cord, followed by 
manual dilatation of the cervix, version and ex- 
traction. Causes are unknown in the other two 
instances. In the postpartum group we found 
eleven cases or 28 per cent. In this group a variety 
of causes contributed to the fetal death. There 
were two deaths in a multiple pregnancy associ- 
ated with pyelitis, one anencephalic monster, pla- 
centa previa in one, and cause undetermined in six. 
Among the neonatal deaths there were six in the 
pre-viable group. These cases are not included 
among the viable neonatal infants. The causes 
operating to produce death in these cases were 
toxemia one, placenta previa one, birth trauma 
one, premature separation of the placenta one, 
fetal peritonitis one, and cause undetermined one. 
The main factors in the production of these deaths 
are the premature termination of labor and intra- 
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uterine fetal death prior to the period of viability. 
Almost one-half of these cases died intrauterine 
antenatal deaths prior to the period of viability. 
This represents about 4 per cent of the entire 
series. Toxemia is much more of a factor in the 
production of these deaths than is syphilis. Pla- 
cental and cord causes, as well as accidental causes, 
make up a considerable percentage in this group. 

The viable group is, for purposes of analysis, 
divided into the antepartum, intrapartum, post- 
partum, and neonatal groups; each of these being 
subdivided into premature and term infants. The 
neonatal group is subdivided into first-day deaths 
and later deaths. 


Table « 


Stillbirths and Neonstsl Deaths in Minnespolis 
Hospitals and Homes. 


Beonatal Deaths 





In the antepartum viable group there were 102 
or 22 per cent of the whole series. Of these, 
seventy-three or 71 per cent were premature and 
twenty-nine or 29 per cent were mature. Toxemia 
was the most important cause of death in twenty- 
two of the seventy-three premature cases. This 
condition alone was responsible for twelve of the 
deaths and in the remaining ten cases there were 
associated conditions contributing to the fetal 
death. Syphilis was the cause of the antepartum 
death in nine instances. The causes were unde- 
termined in twenty-three, though such conditions 
as maternal trauma, congenital conditions, hydro- 
cephalus, possible syphilis may be enumerated as 
potential contributory causes. Multiple pregnancy 
occurred in five instances. There are a variety 
of other causes which occurred in individual in- 
stances, such as maternal trauma, malformations, 
maternal infections, and placental causes. There 
were twenty-nine antepartum fetal deaths in in- 


fants at term. In seventeen instances the cause 
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was obscure. In the remaining thirteen cases pla- 
cental causes contributed to death in three in- 
stances, syphilis in three, extrauterine pregnancy in 
one, post-maturity in four, diabetes in one. In this 
group toxemia plays a very important role, espe- 
cially among premature infants. Syphilis is also 
important, especially in the premature infants. 
Multiple pregnancy contributed to a considerable 
number of deaths among premature infants. Pla- 
cental causes and malformations, maternal trauma 
and maternal infections are also important. There 
were large number of deaths due to undetermined 
causes in the full-term infants. Syphilis is a fac- 
tor, postmaturity is a factor, and placental causes 
are factors of considerable importance. 

The intrapartum group consists of seventy-five 
cases or 17 per cent of the total series. In this 
group there were twenty-eight premature fetuses 
or 37 per cent, of whom twelve died from birth 
trauma associated with toxemia and placenta pre- 
via in a few instances. Toxemia seemed to be the 
sole cause of death in three instances, syphilis in 
one, asphyxia due to pressure on the cord in one, 


Table 5 


Stillbirths, Beonstal, and Pirst Yeor Infant Deaths 





Number of autopsies on Still Born end Hew Born Infante 





and premature separation of the placenta in one. 
Malformations and maldevelopments caused the 
death in five instances. Maternal infection was 
held responsible in two instances, and causes unde- 
termined in three instances. 


In the term group 
there were forty-seven or 62 per cent. Birth trauma 


was present in twenty-four of these cases. This 
was associated with postmaturity in four instances, 
premature separation of the placenta in two, tox- 
Probable 
birth trauma was the cause of death in six addi- 
tional cases. There were four additional cases of 
placenta previa in which complete evidence of 
intracranial injury was lacking. 
curred in four cases, monstrosities were present 
three times, probable asphyxia once, and satisfac- 
tory cause not found twice. Birth trauma is a very 
large factor in the causation of intrapartum still- 
births, especially among full term infants. This is 
not infrequently associated with other conditions 
which necessitate artificial induction or termination 
of labor. 

There were sixty-two postpartum stillbirths, a 
percentage of fourteen. Of these, thirty-five or 56 
per cent were premature, in which group were a 
large number of monstrosities, fifteen in all. In- 
fection in the mother seemed to be responsible for 
the postpartum death of these premature infants 
at least indirectly in two instances. In six cases 
the cause could not be satisfactorily determined. 
There was one death in a multiple pregnancy. 
Birth trauma was responsible in five instances. 
Toxemia and placental causes were not very com- 
mon. The postpartum stillbirths occurred in 
twenty-seven cr 43 per cent of the full-term infants, 
birth trauma being present in fifteen of these in- 
fants, uncomplicated in three, associated with ver- 
sion in three, face presentation in two, and breech 
in one. Placenta previa occurred once. Malfor- 
mations and maldevelopments of varying degrees 
occurred in a considerable number of instances. 
The main factors contributing to death among the 
postpartum groups are malformations and mal- 
developments and birth injury occurring in spon- 
taneous deliveries or artificial deliveries associated 
with the use of forceps or version as well as breech 
extraction. 


emia in two, placenta previa in two. 


Toxemia oc- 


In all in the neonatal group there were 172 cases. 
or 38 per cent of the entire series. Of these, nine- 
ty-two deaths, 54 per cent of the entire neonatal 
group or 20 per cent of the entire series, occurred 
on the first day. Of these, sixty-seven or 72 per cent 
were premature. Birth trauma occurred in thirty- 
seven of the sixty-seven cases. The birth trauma 
was associated with a variety of conditions and 
procedures. Multiple pregnancy occurred in six 
instances. No definite cause was determined in 
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eleven cases, though there was a history of mater- 
nal trauma and exposure in a few of these cases. 
Syphilis was proved in three instances, placental 
causes in two instances, asphyxia once, and major 
malformations once. Labor was induced twice 
because of toxemia. Death from exposure oc- 
curred in two cases. Artificial procedures for in- 
duction and termination of labor were used in five 
instances. There were twenty-five or 27 per cent 
full-term infants dying on the first day, of which 
birth trauma contributed to the death in fourteen, 
being associated with toxemia in one instance. 
Artificial procedures were adopted in five of these 
deliveries. Placenta previa occurred in one case. 
Malformations and maldevelopments occurred in 
seven instances. These were not all sufficient to 
be the sole cause of death. There were hemor- 
rhages, traumatic and accidental, in two cases. 
There was no instance of hemorrhagic disease in 
this group. 

In the later-day deaths there were eighty cases, 
46 per cent of the neonatal group or 17 per cent 
of the entire series. Of these there were twenty- 
nine deaths, or 36 per cent, in premature infants. 
Birth trauma contributed to at least four of these 
deaths, hemorrhagic disease to two deaths. Infec- 
tions such as broncho-pneumonia and _ gastro- 
intestinal infections were found in nine instances, 
maternal toxemia in two instances, and placental 
causes in one instance. Congenital malformations 
and maldevelopments were found in five cases. 
Starvation was responsible for death in one in- 
stance. Multiple pregnancy occurred in one in- 
stance. No definite cause was determined in three 
cases. 

Of the full-term infants there were fifty-one 
deaths or 64 per cent. Birth trauma was a definite 
factor in twelve instances. This was associated 
with other conditions in eight cases, among which 
hemorrhagic disease was present twice and syphilis 
once. Congenital malformations and maldevelop- 
ments were found in ten instances. Various infec- 
tions were responsible for deaths in thirteen in- 
stances. Hemorrhages as a cause of death were 
found in seven cases, three of which were trau- 
matic in origin. Hemorrhagic disease was respon- 
sible for at least three deaths. There were two 
instances of duodenal ulcer. There was one case 
of melena which originated from a duodenal ulcer. 
Cause of death was not determined in three in- 
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stances, in one of which there was a question of 
infanticide. 

The deaths occurred in the following numbers 
on the different days: (1) premature group, sec- 
ond day, ten; third day, one; fourth day, four; 
sixth day, three; eighth day, two; ninth day, two; 
tenth day, three; eleventh day, three; and four- 
tenth day, one; (2) mature group, second day 
sixteen; third day, four; fourth day, seven; fifth 
day, one; sixth day, three; seventh day, four; 
eighth day, one; ninth day, four; tenth day, two; 
eleventh day, four; twelfth day, two; thirteenth 
day, two; and fourteenth day, one. 

The causes of death on the different days in the 
neonatal group are as follows: For the premature 
group death from various infections occurred on 
the second, fourth, sixth, eighth, ninth, tenth, elev- 
enth, and fourteenth days. The deaths from con- 
genital malformations and maldevelopments oc- 
curred on the second, third, and tenth days. Deaths 
from birth trauma occurred on the second, fourth, 
and sixth days; association with placenta previa 
on the second day; maternal toxemia on the second 
and tenth days; multiple pregnancy on the second 
day; hemorrhagic disease, second and sixth days; 
malnutrition on the eleventh day, and icterus neo- 
natorum on the fourth day. In the full term, deaths 
from infections occurred on the fourth, sixth, sev- 
enth, ninth, tenth, eleventh, and thirteenth days; 
congenital malformations and developments on 
the second, third, fourth, seventh, eighth, twelfth, 
and fourteenth days; from birth trauma on the 
second, third, seventh, and ninth days; hemor- 
trhagic disease on the second, fourth, and sixth 
days; gastro-intestinal hemorrhages on the fourth 
and second days; other hemorrhages on the sec- 
ond, fourth, and sixth days; cause undetermined 
on the fourth day, associated with convulsions, 
fifth day, icterus, and thirteenth day, probable 
infanticide. 

CONCLUSIONS 


1. In order to reduce the loss of life due to 
fetal and newborn deaths we must be in a position 
to furnish proper prenatal care during as great a 
part of pregnancy as possible. In this way we can 
in a measure reduce the number of premature ter- 
minations of pregnancy with dead- and live-born 
infants. 

2. When premature births of living infants 
occur we must be in a position to furnish special 
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and adequate care to them in order to maintain 
their lives. 


3. We must practice preventive medicine by 
careful observation of our pregnant women, and 
by early detection and control of toxemias of preg- 
nancy, not only in the interest of the mother but 
also of the unborn fetus. 

4. We must detect and treat syphilis before 
pregnancy occurs or during the early period of 
gestation. 

5. We must so conduct labor as to lessen the 
violence of uterine contractions in short hard 
labors and lessen the fetal trauma incident to the 
prolonged labors and in those requiring artificial 
termination. 

6. We must so conduct the post-natal stage that 
the newborn infant is subjected to a minimum of 
exposure and the least possibility of infection. 

7. Lastly, we must unravel the causes and 
means of prevention of death of those fetuses 


“which die as a result of malformations and from 


the thus far undetermined causes. These results 
can be obtained only by the painstaking applica- 
tion of such knowledge as we have, and by the 
carefully conducted and thorough investigation of 
unknown factors and causes which will ultimately 
place us in a position to secure even better results 
than it is possible to obtain with our present 
knowledge and practice. 


(N. B.—Most of the autopsies have been performed by 
Drs. W. A. O'Brien. D. C. Mibane, R. L. J. Kennedy, Edith 
Boyd and Ethel Harrington.) 


DISCUSSION 


Dr. W. A. O’Brien (Minneapolis): I wish to demonstrate 
a simple method for doing an autopsy on a fetus. In esti- 
mating the age of a fetus or newborn infant, the length is 
taken in inches or centimeters and the result divided by 2 
or 5, respectively. This fetus is 14 inches in length. Divid- 
ing by 2, we have 7 months, the age in lunar months. 

A thorough examination of the body for any sign of mal- 
formation or injury should be made. In this case none is 
found. 


A special point is made of the manner of making the inci- 
sion on the anterior surface of the body. The incision from 
the point of the chin to the symphysis pubis is unsatisfac- 
tory, because it is impossible to conceal the upper portion 
for burial. In the method employed here a curved inci- 
sion is started from the junction of the anterior axillary 
fold with the shoulder and carried downward through the 
third costo-chondral articulation to a similar point at the op- 
posite shoulder. A longitudinal incision is made from the 
lower margin of the first to the symphysis pubis. The skin 
is reflected backward and the peritoneum incised. 


The first thing that strikes the attention on opening the 
peritoneal cavity is the size of the liver. The liver of the 
newborn is very large, and this is not an abnormal one. 
The size of the spleen is next ascertained, as enlargement 
is very suggestive of syphilis. In this case a small spleen 
is found. 


The thorax is opened by cutting the ribs with scissors. 
This affords a view of the lungs, thymus and heart in posi- 
tion. The thymus in this case is normal in size and posi- 
tion, as it occupies only the upper portion of the mediasti- 
num. The lungs are dark blue. If any air is present, the 
lungs are usually bright pink. In partial expansion these 
pink areas are frequently limited to the anterior margins of 
the upper lobes. No expansion has occurred in these lungs. 
In addition, we see a large number of small bluish black 
hemorrhages on the pleural surfaces. These resemble those 
shown by Dr. Adair in one of the first slides and indicate 
that suffocation has taken place. It is to be remembered 
that suffocation is a manner rather than a cause of death 
and may take place either in or out of the uterus. 

The anterior surface of the heart is inspected in posi- 
tion. The interventricular septum is located by finding the 
coronary vessels, which pass from the atrio-ventricular junc- 
tion to the apex. The auricles are normal in size and posi- 
tion. By passing a probe from the ventricles into the pul- 
monary artery and aorta, obstruction can be excluded. The 
probing may be continued and the patency of the ductus 
arteriosus tested. This is always open at the time of birth 
and for several days afterward. The heart is next opened 
and the valves, interventricular and intcrauricular septa 
inspected for defects. 


The lungs are next removed by cutting the bronchi and 
vessels. The presence of foreign material in the bronchi 
may be detected by squeezing the lung. In this instance 
I get a few bubbles of air that has been taken in either by 
the fetus or forced in by artificial respiration. 

The liver is next removed. On section marked conges- 
tion is noted. 

The intestinal tract is now removed. Malformations are 
seldom the cause of death at this age but hemorrhage is 
always a possibility. Blood, if present, can usually be seen 
within the bowel through the serosa. The amount and. po- 
sition of the meconium should be noted, as increased peri- 
stalsis apparently takes place as a result of asphyxia and 
the contents of the bowel may be concentrated in the sig- 
moid. 

The adrerials,gre next removed. They are large in the 
fetus and newborn and show the usual softened, hemor- 
rhagic condition. 

The kidneys are normal in size and position. They 
should be removed in connection with the ureters and 
bladder, so that obstruction can be determined. When the 
capsule is stripped off, a lobulated surface is evident. 
Marked congestion is found but no hemorrhages. On sec- 
tion the same congested condition is apparent. 

The head is next examined. In order that the incision 
may not show, it is carried well back over the dorsal sur- 
face. The scalp of the fetus and the newborn is very 
loose, so that this will not interfere with the opening of 
the head. The incision should be started just behind one 
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ear and carried to a similar point on the opposite side. The 
scalp is next peeled forward and backward. A moderate 
amount of hemorrhage and diffuse edema are found here. 
This is seen in practically every fetus and newborn infant. 
The periosteum is next inspected for hemorrhage and in- 
jury. Only a few small hemorrhages are found in this 
case. 

The older method of opening the skull did not afford a 
good opportunity of examining the dural folds. As their 
condition is frequently an index of the severity of labor, 
their examination is very important. We use the method 
developed by Beneke in 1910. One parietal bone is opened 
by starting the scissors near the anterior fontanel and the 
outline of the bone followed. The dura should be left in- 
tact if possible and opened separately. This affords a view 
of the brain which we could not otherwise get. In this 
case we find a diffuse hemorrhage and marked edema of the 
pia arachnoid. The cerebral hemisphere is next removed by 
passing the finger forward and backward. It is lifted out 
and the fosse inspected. A small amount of blood-tinged 
cerebrospinal fluid is present in this case. Care should be 
taken not to injure the choroid plexus. I find a large hema- 
toma in the lateral ventricle on this side. This is a very 
common form of intracranial hemorrhage in premature in- 
fants. The tentorium is examined and no injury found. 

If the body is to be buried, we frequently remove the 
other cerebral hemisphere through the single opening. The 
cranial cavity is stuffed with cotton and the bones united 
with a single suture. The scalp can be neatly sutured and 
restoration is good. The other half of the brain is exam- 
ined and no evidence of injury is found in the tentorium. 
A small amount of blood-staining of the pia arachnoid is 
present. 

The tentorium is incised and the medulla and cerebellum 
inspected. 

The neck may be examined by a posterior incision. Hem- 
orrhage in the soft tissues is usually an index of injury to 
the vertebre and a careful search should be made if this 
is found. 

Examination is not complete without inspection of the 
epiphyseal lines for evidence of syphilitic osteochrondritis. 
This is done by sharply flexing the knees and making an 
incision through the soft parts and cartilage of the lower 
end of the femur. The bone is soft enough to continue 
the incision into the shaft. The normal line is sharp and 
thin. The appearance of the syphilitic bone is usually 
characteristic: a wide, irregular, yellow, granular structure 
is seen. 

A section may be taken from each organ for further ex- 
amination. The contents of the various body cavities are 
replaced and the incisions sewed up. 

Summarizing the findings in this case, we have a seven 
months’ premature fetus in whom respiration did not take 
place. Death probably occurred during or immediately fol- 
lowing delivery. The hematoma in the choroid plexus of 
the right lateral ventricle is traumatic in origin and prob- 
ably occurred as a result of the natural forces of delivery, 
precipitate labor or breech extraction. The intense conges- 
tion of the viscera and the small hemorrhages of the pleura 
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and epicardium indicate that the asphyxial type of death 
took place. 


Dr. R. L. J. Kennepy: In a problem of the scope of 
that on which Dr. Adair has been engaged, there have come 
up many facts which, though not bearing directly on the 
main problem, yet are of considerable interest. The con- 
ditions that were found in the gastro-intestinal tract in this 
series of necropsies are examples, and these I had an op- 
portunity of studying with him. 


The conditions found were, briefly, as follows: (Lan- 
tern slides were used to illustrate each.) 


Two cases of atresia of the esophagus with tracheo-eso- 
phageal fistula. The upper esophagus ended in a blind 
pouch at the level of the bifurcation of the trachea and at 
that point there was a communication between the trachea 
and esophagus. 


One case of atresia of the duodenum. The stomach and 
first portion of the duodenum were very markedly dilated, 
the point of obstruction being near the papilla of Vater. 
The child died on the third day. 

Two instances of congenital volvulus, one accompanied 
by fecal peritonitis. The specimen displayed shows the 
complete rotation of the intestine on itself. 


One case of atresia of the jejunum. The jejunum ended 
in a dilated blind pouch separated entirely from the lower 
segment of bowel at the point of atresia. 

One case of imperforate anus with atresia of the rectum. 


Two duodenal ulcers were also found in infants dying 
from melena. At necropsy, in the first instance, an ulcer 
was seen measuring about 0.5 by 0.5 cm. The microscopic 
sections show the normal mucous membrane at the edges, 
the crater filled with necrotic tissue, a central thrombosed 
vein, and the leukocytic reaction. The other case was simi- 
lar in all respects and the lesions practically identical. 
The crater extended to the muscularis, and contained 
necrotic tissue with considerable fibrin on the surface. 
There was a large amount of leukocytic infiltration and, in 
the center, two thrombosed vessels were found. Both of 
these infants had normal coagulation and bleeding times 
and neither showed bleeding from any other parts of the 
body. 

Another case which was studied recently showed several 
unusual features. The infant bled from the umbilical stump 
on the first day of life. The second day it began to pass 
dark red stools and vomited a small amount of dark red- 
dish material. The coagulation time in this instance was 
normal but the bleeding time was prolonged to about three 
hours. In spite of transfusion, the infant died on the fifth 
day, later than most of those we have seen. 


At necropsy nothing was found grossly, except a small 
submucous hemorrhage in the duodenum. It was only on 
microscopic examination that the suspected lesion was 
demonstrated. There was an ulcer in the duodenum, the 
crater of which was filled with a large amount of granu- 
lation tissue and fibrin, into which the organizing elements 
were entering. At the edge of the ulcer tangential sections 
showed the epithelial cells completely covering the granu- 
lation tissue. 


These cases have furnished excellent material for the 
study of melena and its relation to duodenal ulcer. 
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THE USE OF NOVASUROL AS A DIURETIC* 


Harry Oertine,. M.D. 
St. Paul 


Novasurol was originally introduced to the med- 
ical profession as an antisyphilitic. Later it was 
noted by:Poelcher and Saxl that cases of aortic 
regurgitation with marked decompensation rapidly 
became edema-free under novasurol, although all 
the known diuretics had previously been used with- 
out any appreciable effect. This finding was the 
beginning of a study of the drug as to its diuretic 
properties, and about nine months ago I began to 
collect a series of cases for study. 

Novasurol is the double salt of sodium oxymer- 
curi-o-chlorphenoxylacetate with diethylbarbituric 
acid and contains 33.9 per cent of mercury in a 
complex non-ionizable combination. 

The drug is furnished. in a 10 per cent neutral 
sterile solution and may be given either intrave- 


‘nously or intramuscularly. From my experience 


there is nothing to be gained by the intravenous 
method and it does have decided disadvantages. 
At this point I would like to say that there is alto- 
gether too much promiscuous intravenous therapy 
and unless there is a valid reason for the intra- 
venous route it is far better to choose some other 
method of medication. 

The dose of novasurol varies from 0.5 c.c. to 
3 c.c., and the interval between injection varies 
from three to seven days, according to the results 
and reactions obtained. 

The physiological action of this drug is little 
understood and the literature gives but a scant 
suggestion as to how it acts. One theory advanced 
is that in part at least there is a direct action upon 
the tissues of the body with the extraction of H,O 
and NaCl from their colloidal combination; an- 
other that it acts directly on the tuhular elements 
of the kidneys, thus increasing the elimination of 
fluid. Keith and Whelan have shown that novas- 
urol produces an increased excretion of sodium 
and chlorine in the urine, but are unable to say 
whether this specific reaction is due to its action 
on the kidneys alone or on both kidneys and tis- 
sues generally. Clinical experience, however, 
teaches us that the kidneys must have functional 





*Read before the Minnesota State Medical Associa- 
tion, Minneapolis, April, 1925. 


activity. The diuretic effect begins about two hours 
following the injection and continues from twelve 
to twenty-four hours. 

Novasurol is especially indicated in decompen- 
sated cardiac cases and it produces results where 
a faithful trial of all the ordinary diuretics has 
failed. Cardiorenal cases with a fair functional 
activity respond readily. The drug is also recom- 
mended in the treatment of the edema and ascites 
due to cirrhosis of the liver, carcinoma, pleural 
effusions and tuberculosis. 

Absolute contraindications are renal edema, 
nephritis and enteritis. 

Too large a dose, or even a small dose in sus- 
ceptible individuals, may bring on headache, ver- 
tigo, nausea, vomiting, stomatitis, diarrhea, febrile 
reactions and scarlatinal eruptions. In my experi- 
ence the only reaction of any consequence is the 
diarrhea, and this may assume distressing propor- 
tions, going on to a stage of acute colitis with mu- 
cus, blood and extreme tenesmus. Fortunately, 
the condition is quite readily controlled with bis- 
muth and paregoric. 
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I will not burden you with a lot of statistical 


material covering the various cases studied, but 


merely present a few brief case reports showing 
the effects that can be secured and to report the 
failures in the hope that it will stimulate interest 
in this useful preparation. 








CASE REPORTS 


Case 1—O. N. A cardiorenal case with tremendous 
edema of the legs, thighs and scrotum. The penis and 
scrotum were so edematous that the patient could not uri- 
nate and it was impossible to pass a catheter. A deter- 
mined effort had been made for several days to reduce the 
edema but all the commonly known diuretics, digitalis and 
bowel elimination failed to produce results. One c.c. of 
novasurol was given intramuscularly and there was a 
prompt response with marked diuresis and a bloody diar- 
rhea with extreme tenesmus. Within twelve hours the edema 
had decreased sufficiently so the patient could urinate freely. 
The diarrhea was readily controlled by bismuth subcar- 
bonate and paregoric in teaspoonful doses of each. Three 
days later another cubic centimeter of novasurol was given 
along with prophylactic doses of bismuth and paregoric. 
The diuresis began promptly and continued for forty-eight 
hours and there was no bowel disturbance of importance. 
Forty-eight hours after the last injection the edema had 
disappeared except for a slight pitting of the ankles. This 
residual gradually disappeared and the patient was edeme- 
free for several weeks and then relapsed with a slight 
edema which cleared up immediately on the injection of 
0.5 c.c. of novasurol. Owing to the nature of the reaction 
in this case it was not possible to secure accurate intake 
and output records and I cannot show a graphic represen- 
tation of the diuresis. 

Case 2—W. T. Mitral stenosis and regurgitation with 
marked. edema and ascites. The third admission to the 
hospital for the same condition. On previous admissions 
it had taken several weeks to reduce the edema. This pa- 
tient, a girl 12 years of age, was given 0.5 c.c. of novasurol 
intramuscularly. There was a profuse diuresis but no by- 
effects. Three days later another 0.5 c.c. was given and in 
forty-eight hours the patient was edema-free and left the 
hospital under protest. Slide No. 1 shows a graphic repre- 
sentation of the intake and output. 

Case 3—J. R. This patient entered the hospital with a 
right hemiplegia and was unconscious for several days. 
When he regained consciousness he had a motor aphasia 
which persisted. Later there developed a marked edema of 
the affected arm and leg and the scrotum was also in- 
volved. Under the usual regime the edema increased and 
he was given 0.5 c.c. of novasurol at three-day intervals for 
three doses and the edema entirely disappeared. 

Case 4—M. T. Chronic cardiovascular disease, double 
mitral and aortic lesions of rheumatic origin with decom- 
pensation. Under the usual regime and diuretics the edema 
did not entirely disappear and there was a slight edema of 
the ankles and lower legs. Two 0.5 c.c. doses of novasurol 
at three-day intervals removed all the edema and it has not 
returned. 

Case 5—A. R. Auricular fibrillation with chronic myo- 
carditis, and a tremendous, edema and ascites which failed 
to respond to the usual routine of digitalis, theocine, re- 
stricted fluids and bowel elimination. Slide No. 2 shows 
diuretic effect secured with 1 c.c. doses of novasurol at 
three-day intervals, following which there was practically 
no edema. Fourteen days after admission the patient be- 
came suddenly cyanotic and died almost at once from an 
apparent acute cardiac failure. Autopsy was refused. 
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FAILURES 


Case 1—M. B. Paroxysmal tachycardia with an old 
chronic myocarditis and marked decompensation. Novas 
urol in 0.5 c.c. doses produced no results. Pushing to 
salivation and diarrhea still gave no results and the edema 
steadily increased. Blood chemistry studies gave approxi- 
mately normal readings. 


Case 2.—W. M. ‘Chronic valvular heart disease of many 
years’ standing with fibrillation and decompensation. All 
the ordinary diuretics were used without effect. Three 
doses of novasurol at three-day intervals produced no 
diuresis and owing to salivation the drug had to be dis- 
continued. 
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Case 3—T. M. Terminal edema and ascites in pul- 
monary tuberculosis. Only one case came under observa- 
tion and was not influenced by novasurol. 

Case 4—T. H. Carcinoma of the stomach with general 
carcinomatosis and considerable fluid in the abdomen. A 
thorough try of novasurol gave no appreciable results. The 
ascites remained the same and although there were no un- 
toward results he surely did not derive any benefit. 

Case 5.—B. S. Cirrhosis of the liver with marked edema 
and ascites. At first there were very satisfactory results with 
novasurol and the edema and ascites practically disap- 
peared. Relapses occurred and were controlled for some 
time but finally there was little or no relief afforded and 
the patient died. Slide No. 3 shows effect secured with 
the early doses. 
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In conclusion, I wish to express my appreciation 
to Drs. James Hilton and H. A. Raus of the Ancker 
Hospital Interne Staff for their valued assistance 
in this study. 
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Dr. N. M. Keitu, Rochester: That this mercury com- 
pound is a wonderful diuretic I think you will all agree 
after seeing these slides of Dr. Oerting’s. We have had 
some really marvelous results in all types of ascites and 
edema. It is just about ninety years ago now that Richard 
Bright, in his famous monograph on nephritis, discussed 
at length the question of the use of mercury in renal dropsy. 
He states that in spite of certain remarks made by Mr. 


_ So-and-so of Bristol he felt that any compound of mercury 


was more harmful than beneficial in renal dropsy. 

Now we have obtained in certain types of nephritis (and 
I wish to qualify my remarks by specifically stating certain 
types of nephritis) just as remarkable results as Dr. Oert- 
ing has mentioned today in cardiac edema. We have now 
had four such cases of nephritis. Knowing Bright’s dic- 
tum, I had great hesitancy in using the drug, but in these 
four cases we have had striking effects. I might just re- 
view the history of one of the patients. 

This girl was about twenty years old, and had had edema 
off and on for eight years. In the last year this had been 
rather more severe and more diffuse. She got definite 
relief on one occasion by the use of calcium chlorid, on an- 
other occasion by the use of ammonium chlorid, but on 
the third occasion the ammonium chlorid failed to produce 
the desired effect. I then gave her novasurol, and in four 
doses her weight was reduced from about 160 pounds down 
to 143, a remarkable drop in weight, with entire loss of 
edema. We could find no evidence of any disturbance of 
renal function or any other harmful effect. In my experi- 
ence that is a remarkable effect and shows that the drug 
has wonderful possibilities. 

Dr. Oerting states that he gets varied effects: certain pa- 
tients do not react at one time, they react at another, while 
others do not react at all. In this question of the treat- 
ment of edema we have found that in addition to this drug 
there are two other therapeutic measures which are of 
great importance. First is the question of diet. In diabe- 
tes for instance we cut down the carbohydrates because we 
know the body cannot use them. In edema and in ascites, 
when we know that the body cannot use fluids, nor salts, 
why for similar reasons shouldn’t we cut down the fluids 
and the salts in diet? By methods such as these we now 
have a diet in which the fluid intake is low, the content of 
the different ions is low, and in very resistant cases we have 


found that with the use of this diet alone we have been able 
to start diuresis and cause the excess fluid to be excreted. 

The second therapeutic measure is the use of acid-pro- 
ducing salts, such as calcium chlorid and ammonium chlo- 
rid. These salts act :n a very curious way. We are not 
absolutely sure of what the exact mechanism is, but we do 
know that they make the blood and tissue fluids more acid 
and increase the chlorid content. Their action may in some 
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way be due to this change in hydrogen ion concentration 
in the body. We have found that in certain cases where 
we cannot produce diuresis with the diet and these salts, 
novasurol is effective. We have also noted, in certain cases 
where novasurol had been ineffective, that after using the 
diet and the acid-producing salts extraordinarily good re- 
sults were obtained with novasurol. 

Novasurol specifically takes out sodium and chlorin from 
the body. That has been shown in normal individuals, in 
the dog and in the rabbit. That is a very unique, specific 
function. Two normal men were given this diet and novas- 
urol. In one, diuresis resulted. That had been noted previ- 
ously by two German workers, Miihling and Nonnenbruch, 
but in one of our men we found that we got this increased 
excretion of sodium and chlorin without increased excre- 
tion of water. That brings up one of the fundamental con- 
siderations of this diuretic problem. Blum, as some of you 
know, has stated that edema is due to retention of sodium. 
Widal previously had enunciated the doctrine that it was 
due to retention of sodium chlorid. We now know that 
Widal was partly wrong, that sodium is one substance 
which is specifically associated with retention of water in 
the organism. 

How novasurol actually extracts sodium and chlorin from 
the tissues is obscure. It would seem that there is a 
definite effect on the kidney, and its entire effect may be 
thereby entirely explained. I am rather inclined to be- 
lieve from certain work that we have done that there is a 
diffuse effect on the tissues. 

These newer diuretics are producing clinical effects that 
are in certain cases startling. They have given us thera- 
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peutic levers of which three years ago we did not realize 
the possibilities. 


THe CuHairman (Dr. L. G. Rowntree): I am going to 
take the liberty of asking Dr. Keith to explain the admin- 
istration of ammonium chlorid. So far as I know he is the 
first to utilize this in adults, and there is a definite technic. 
It is extremely important in handling resistant cases of 
edema, and I think it would be worth while for him to say 
a word or two about the dosage. 


Dr. KeitH: Calcium chlorid as you know has been used 
now for probably three or four years in the treatment of 
edema. It produces a decrease in the alkali reserve and an 
increase in the amount of chlorin in the body. Haldane 
has shown on himself that he got a similar result with am- 
monium chlorid. Ammonium chlorid is much more easily 
taken by the patient than calcium chlorid. We have found 
ammonium chlorid readily taken in cases where calcium 
chlorid was absolutely intolerable. 

It is a large dose. Anywhere from 5 to 10 gm. is re- 
quired for a satisfactory effect. Within forty-eight hours 
there is a decrease in the alkali reserve of the body fluids, 
and a marked increase in the acidity of the urine. In 
about half the cases of edema or ascites a definite diuretic 
effect is produced. In the other 50 per cent there may be 
slight effects or none at all. We have given one patient 170 
gm. over a period of eighteen days without any harmful 
effects. In cases of edema without other serious renal in- 
sufficiency except inability to excrete salts and water, the 
ammonium chlorid can be safely given. By further use of 
novasurol in these cases some wonderful effects are pro- 
duced. There is danger only when there is marked reten- 
tion of urea. We had one such case with the blood urea 
170 mg. The patient was extremely ill. We were very 
anxious to help the patient. We tried digitalis, theocin 
and other diuretics without avail. I suggested that we be- 
gin with 5 gm. of ammonium chlorid. We gave her such a 
dose for five days. At the end of that time she displayed 
typical Kussmaul respiration, had a combined carbon dioxid 
capacity in the blood plasma of 9 volumes per cent, and 
very severe acidosis. Happily we were able to control the 
acidosis by the proper use of alkali. 


THe CHairman (Dr. Rowntree): I had hoped that a 
little more would have been said about cirrhosis of the 
liver. In fact, for many patients who have come with the 
idea of having an operation, we have found it possible to 
remove the ascitic fluid entirely by the use of novasurol, 
and particularly by this combination which Dr. Keith has 
discussed. It is not effective in all cases but in a large per- 
centage of cases of cirrhosis of the liver it is perfectly fea- 
sible to treat the ascites with this drug. I think that is 
something that is very practicable and that every practi- 
tioner should know about. Dr. Billings says that he is 
interested in this subject. We would like to hear from him 
on it. 


Dr. Frank Bitiincs (Chicago): I am interested in it, 
interested of course in finding a new remedy, but like many 
other things this is only a new form of mercury. More 
than sixty years ago Wagner, the great pathologist, who 
was a clinician also, brought out the fact that mercury 
when properly exhibited in certain types of dropsy was 
one of the best means of overcoming it, and to use calomel 
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in either small divided doses or in maximum doses, always 
sufficient to produce a diarrhea before results can be ex- 
pected. When I was a student this was practiced. 

After Wagner’s statement of the effect of mercury in 
dropsy came the Niemeyer pill. Among you older men you 
know all about the Niemeyer pill, which was composed of 
one grain of mercury, blue mass or calomel, one grain of 
digitalis, and one of ipecac, to be exhibited two or three 
or four times a day in these cases. Now, don’t forget that 
mercury, the old-fashioned reliable measures that are non- 
dangerous, can be used in these patients. That doesn’t 
say anything about the use of the new and what seems to 
be a very favorable therapeutic agent. 

Now, may I just take your time to say one thing more? 
We know something about dropsy but we don’t know all. 
We do know that under certain conditions the kidney may 
not be a good filter and dropsy results. But there may be a 
physicochemical cause for dropsy. This was pointed out by 
Martin Fischer, professor of physiology, University of Cin- 
cinnati, a good many years ago and ridiculed, but the work 
that he has done has been reinvestigated by splendid work- 
ers and it has been verified that in certain toxic conditions 
of the body the colloids of the body acquire an affinity for 
water, and dropsy results. 

For example, how many times do you see some patient, 
often children with an acute infection of some sort, and 
suddenly they have general dropsy, the urine shows albu- 
min, but under proper treatment of getting rid of the in- 
fection the dropsy soon clears up and the kidneys are 
cleared up. The toxemia, whatever it was that produced 
the condition of the body colloids that made them hold 
water, also affected the kidneys for the time being. Or on 
the other hand, we as practitioners years ago with a child 
in hot weather with a diarrhea of infancy tried to stop the 
diarrhea due, as believed, to a morbid condition of the 
bowels. It is now proved that in many instances it is the 
condition of the colloids of the body that won’t hold the 
water and diarrhea results. ; 

Now, what has been said about chlorids and their rela- 
tionship to all of this is probably true, but in our taking up 
with new things don’t let us forget the old substantial 
things. That’s what I wanted to say to you. I am old 
enough in medicine to have remembered a lot of these 
things in old books, but I am beginning to read them over 
and over again. In reading recently some of the old Eng- 
lish books, Guy’s hospital reports, it is astounding the num- 
ber of things we call new things clinically today that were 
practiced a hundred years ago. 

Dr. Harry Oertine (closing): The only thing I would 
say in closing is: Be careful of your dosage when you start 
out. Don’t get ambitious and give the patient a c.c. or two 
c.c. Always start with 0.5 c.c. dose or you will get your- 
self into a lot of trouble. 

There is another point in the use of novasurol that is 
very startling clinically and that is the marked improvement 
in the ascites and edema of the patient which apparently 
cannot be accounted for by the amount of their output. 
The improvement is so rapid that the figures in the column 
of your intake and output do not tell the whole story. There 
is more to it than that. 

I wish to express my appreciation to all for their kind 
discussion. 
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POISONING* 





THIRTEEN MONTHS EXPERIENCE AMONG STORAGE 
BATTERY WORKERS 





Puiuip F. Dononue, M.D. 
St. Paul 





Industrial lead poisoning, the most prevalent 
of all occupational diseases, presents a worthy 
problem for preventive medicine. One hundred 
and fifty trades use this dangerous metal and will 
continue to do so until a substitute has been found. 
For this reason, industries using lead on a large 
scale should be medically supervised in order to 
protect the worker from this insidious disease. 


The manufacture of storage batteries is one of 
the most important sources of poisoning, since it 
brings an unskilled, constantly changing class of 
workmen into contact with a series of dusty proc- 
esses. In this work the monoxide or litharge, PbO, 
and red lead, Pb,O, are used, both having a 
marked tendency to form dust. These oxides are 
mixed into pastes and kneaded into the meshes of 
lead grids which are dried and polished and 
“formed” by passing an electric current through 
them. The air of the work-rooms soon becomes 
filled with fine dust particles which gain easy en- 
trance to the body during inspiration. Of less 
importance are the fumes of the lower oxides that 
arise from burning lead in casting grids and as- 
sembling batteries. Legge and Goadby showed by 
a series of experiments that lead poisoning could 
be produced by the entrance of fine particles 
through the respiratory tract. To one group of 
cats, lead was fed by mouth, and to another, small 
amounts were daily blown into the lungs through 
a tracheal tube. The latter group was found to 
develop symptoms of poisoning far earlier than 
were those to whom the administration was by the 
gastro-intestinal route. It is probable that lead 
enters through both tracts, although it is conceiv- 
able that greater chances for absorption await 
particles that reach the lung alveoli. 

The old ideas that laid the cause of plumbism 
to lack of cleanliness on the part of the workers 
have been cast aside. It was supposed that lead was 
ingested with food by failure to wash the hands 





*Read before the May meeting of the staff of the 
Miller Hospital, St. Paul. 


before eating. Small amounts only could be ab- 
sorbed in this way, but the worker breathing fifteen 
times a minute in a dusty atmosphere, day after 
day, would have ample opportunity to take in 
sufficient lead to cause poisoning in a short time. 
The International Labor Organization has esti- 
mated that as little as two milligrams (.002 gm.) 
taken into the body daily will in time cause poison- 
ing. 

After absorption, most of the metal is excreted 
by the biliary and renal systems and by the lower 
bowel, and the fraction retained is transported by 
the blood stream to the bony framework, where 
it is stored. When sufficient amounts have been 
absorbed or when metabolism is upset this stored 
portion may again enter the blood and produce 
plumbism. No trouble is encountered as long as 
a balance between absorption and elimination ex- 
ists. 

The pathology of lead poisoning concerns chief- 
ly the circulatory, gastro-intestinal, and neuromus- 
cular systems. In the circulatory system the blood 
exhibits characteristic changes during the period 
of lead absorption, as well as in the stage of actual 
poisoning. There is a reduction of the number 
of red cells and the percentage of hemoglobin and 
the occurrence in the blood stream of regenerative 
red cells containing basophilic substance. 

A significant finding of the gastro-intestinal sys- 
tem is the blue line on the gums. Its presence 
indicates that absorption has taken place, but not 
of necessity in sufficient amounts to cause poison- 
ing. Its absence means nothing in determining the 
presence of lead absorption or even lead poison- 
ing. It is very often found in workers who practice 
no oral hygiene, and for this reason care must be 
taken not to confuse a true lead line which is 
intragingival with a false one which is on the 
gums and removable. The causes of abdominal 
colic are variously given as vaso-constriction of 
the splanchnic vessels, irritation of the solar 
plexus, and muscular spasm of the intestinal wall. 

The most frequently met neuromuscular lesion 
is that of peripheral neuritis which is manifested 
by wrist drop. Encephalopathies and visual dis- 
turbances occur infrequently and have not been 
seen by us in our thirteen months’ experience. 

The onset of plumbism is characterized by gen- 
eralized colicky pain in the abdomen—mild at 
first, but finally severe, and usually associated with 
constipation of one or more days’ duration. Abso- 
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lute obstipation follows unsuccessful attempts at 
catharsis, and nausea and vomiting occur. With 
the start of active elimination by bowel these 
symptoms subside, but may not entirely disappear 
for some time. Often a second and even a third 
attack takes place before the case can be dismissed 
as cured. 

Facial pallor, blue line on the gums, and eleva- 
tion of blood pressure are sometimes present, but 
just as often absent. Wrist drop usually occurs 
after two or more attacks and may develop without 
previous gastro-intestinal seizure. It is preceded 
by stiffness and loss of power of extensors of the 
wrist. Complete paralysis follows, causing a dis- 
ability of many months’ duration. 

The problem of prevention concerns the control 
of the dust and fume hazard, and the medical 
supervision of the workmen. Under bad condi- 
tions the majority of those exposed will eventually 
become victims of this disease and, conversely, 
under comparatively good conditions, with a mini- 
mum of dust and good ventilation, but without 
medical supervision, a good number of workers 
will also become sick. The factor of idiosyncrasy 
is present here just as in the production of other 
human ailments. This factor can often be discov- 
ered in the stage of lead absorption, before the 
onset of symptoms, by periodic medical examina- 
tions. A tendency toward the disease is sometimes 
ascertained by careful questioning of applicants 
for position. 

Dust is diminished by providing large, airy 
rooms for the dangerous processes. These rooms 
are equipped with exhaust ventilators and scrupu- 
lously cleaned several times a day. All workmen 
engaged in dusty work are given respirators and 
required to wear them at all times. Under these 
conditions a minimum of lead gains access to the 
body and the balance between absorption and 
elimination can generally be maintained. 

In addition to a careful history, applicants for 
work are examined physically to determine their 
fitness for this hazardous occupation. They are 
told the dangers and instructed how to avoid them. 
Emphasis is placed on the occurrence of daily 
bowel movements and each worker is required to 
provide himself with Epsom salts to be taken at 
the slightest indication of impending constipation. 
The intelligent man with an average physique sel- 
dom becomes a victim if he applies these prin- 
ciples. 
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All workers are examined at frequent intervals 
to discover signs of lead absorption and to esti- 
mate the degree to which it has taken place. These 
examinations are done as often as seem necessary 
in each individual case and include a red cell 
count, hemoglobin estimation and a blood smear 
examination after the method of McCord of Cin- 
cinnati. McCord contends that there is present 
in the blood, in plumbism, red cells containing 
basophilic substance. These are of three kinds: 
(1) Preformed stippled cells; (2) polychromato- 
philic cells (both easily stained by Wright’s 
method); (3) many other cells containing baso- 
philic substance which cannot be detected by ordi- 
nary staining methods. Often stippling and poly- 
chromatophilia are not found even after a diligent 
search throughout an entire slide, and, for this 
reason, a means was developed to obtain “visibil- 
ity of cells containing basophilic substance.” A 





Basophilic aggregations after hemolyzing staining 
method; blood from worker with advanced lead absorp- 


tion; diagrammatic. Jour. Am. Med. Assn. 


Dr. McCord. 


Courtesy of 


few drops of solution of 0.2 grams methylene blue 
and 0.5 grams borax in 100 c.c. distilled water are 
placed on a slide containing a uniformly thick 
blood smear, and allowed to remain ten minutes. 
Hemolysis of the red cells takes place and there 
remain besides the white cells and platelets, aggre- 
gations of basophilic particles visible for the first 
time. The number of aggregations in ten fields is 
counted to serve, in conjunction with the red count 
and hemoglobin, as a criterion of the degree of 
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lead absorption. Non-exposed or new workers sel- 
dom have higher than eight basophilic aggregations 
in ten fields, while counts of one hundred or more 
are often made in cases presenting the clinical pic- 
ture of lead poisoning. This test has been of great 
service in indicating the absorption of lead beyond 
safe limits. If a progressive fall in red count and 
hemoglobin and a rise in basophilia are found in a 
worker, he is immediately changed to non-hazardous 
work. In some cases a rise in basophilia is the only 
finding even after a long exposure. If the worker 
is not removed, the red count and hemoglobin fall 
and the basophilia increases further. Constipation 
and loss of appetite are complained of and the 
stage of pre-plumbism is reached. No trouble 
occurs if active catharsis is instituted and the man 
is changed to outside work. However, it is seldom 
necessary to postpone intervention so long, if 
examinations are done frequently and reliance 
placed on the comparative blood findings. 

The blood findings of four cases selected from 
several hundred are herewith presented. The 
amount of lead absorption can be determined by 
comparing each examination with those preceding. 


Case 1—G. P. Age 20. Pasting department. 
Exposure began July 8, 1924. 


R.B.C. Hb. B.A. 

7-16-24 G.P. 5,160,000 9790 14 Feels well 

8-11 5,200,000 91 22 “ ™ 

9.29 5,770,000 92 31 “ ” 

10-10 4,570,000 sa * * 

10-22 ° 5,020,000 87 82 Non-hazardous work 
12-13 -- 92 3 Feels well 

3-27-25 Saceeee SE CUG SC 


Case 1 was removed from exposed work after the fifth 
examination with a finding of 82 basophilic aggregations 
and a fairly normal red cell count and hemoglobin percent- 
age. The basophilia was seen to return to normal on sub- 
sequent examinations. Instances of this kind are many, and 
illustrate the value of the basophilic test in furnishing us 
with signs of lead absorption beyond safe limits. Preventive 
measures are then started before symptoms develop. 


Case 2—S. D. Age 22. Pasting department. 
Exposure began April 15, 1924. 


R.B.C. Hb. B.A. 
5-13-24 5,160,000 84% Not taken; feels well 
7-31 3,910,000 63 64 Non-hazardous work 
9-15 3,920,000 64 19 Left employ; feels 


well 
Case 2 was changed to non-hazardous work after an 
exposure of fourteen weeks, because of blood findings., He 
had no complaints. Six weeks later a sharp decline in 
basophilia had taken place with no appreciable changes 


in hemoglobin and red cell count. 


Case 3—A. S. Age 22. Pasting departmént#'2% <' 


R.B.C. Hb. B.A. : Jaaad 
8-29-24 5,460,000 93% .11 Feels well 
10-3 5,020,000 85 100 Abdominal pain, 
constipation 


In Case 3 an attack of abdominal pain and constipation 
occurred after an exposure of six weeks to lead dust. 
Essentially normal red cell count and hemoglobin per*' 
centage, with a very high number of basophilic aggrega- 
tions, were found. The basophilic aggregation was a 
diagnostic aid in this case. 


Case 4.—W. A. Age 24. Pasting department. 
Exposure began October 23, 1924. 


R.B.C. Hb. B.A. 
10-27-24 5,410,000 95% 14 Feels well 
11-18 4,370,000 85 ee 
11-28 3,740,000 82 81 Abdominal cramps 
12-17 83 60 Abdominal pain 
1-2-25 4,290,000 75 63 Pain and weakness 
1-15 32 Improving 
2-27 4,710,000 89 6 Working, non-hazard- 


ous 

In Case 4 a sudden rise of basophilic aggregations, with 
a corresponding drop in hemoglobin and red cell count, 
occurred at third examination, after an exposure of six 
weeks. A typical case of plumbism with abdominal cramps 
and obstipation existed at this time. As convalescence 
progressed, the basophilia gradually declined and the other 
findings slowly approached the normal. 

By the application of these methods we have 
been able to markedly decrease the morbidity in 
the plant of the National Lead Battery Company, 
of St. Paul. With this regime in vogue, sixty-eight 
disability days resulted in a period of thirteen 
months and not a case of plumbism has developed 
in the past five months. In the previous year, 
under essentially the same plant conditions and 
with a slightly smaller number of exposed work- 
ers, there were seven hundred and twenty-seven 
disability days. Disability has thus been decreased 
94 per cent. 

CONCLUSIONS 


1. The occurrence of lead poisoning can be 
markedly decreased by preventive measures. 

2. These measures concern plant conditions 
and the health of workmen. 

3. Frequent examinations of the blood of all 
exposed workers should be made to discover lead 
absorption. 

4. The basophilic aggregation test, besides be- 
ing of diagnostic value, has proved of great help 
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in estimating the degree to which absorption has 
taken place. 
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“HEALTH AUDIT’—AID TO LONGER LIFE 


In the past twenty-five years more has been accom- 
plished in medicine than in all the centuries before. Sci- 
entific medicine has done about all it can for the mass 
diseases, now practically gone, but which used to frighten 
and destroy the people by tens of thousands, 

In the fourteenth century fifty million peoeple died of 
the plague. There was only one way of escaping it, and 
that was for people to leave their homes and run away to 
places free from it. In the eighteenth century many mil- 
lions, probably one hundred millions, died of nothing but 
smallpox. 

Today each man is dying his individual death, and it 
is up to us to see if we cannot reach him in some manner 
and persuade him that it is worth while, when he is still 
vigorous, to learn to keep his machinery from going to 
pieces from neglect. 

In the sixteenth century, man had but twenty years of 
average life. It is fifty-eight today, and you wonder whether 
you’ will be able to reach the three score and ten of the 
Bible. We hope to be able to do that from a medical 
standpoint within the next twenty-five or forty years. 

It is coming. We know it is coming. Our problem is 
advancing the age of our people by teaching men, women 
and children the art of keeping well. There are thousands 
of deaths annually, which, with reasonable precaution, could 


be prevented. This means that society is not availing it- 
self of the medical knowledge already at its disposal. Of 
the 3,000,000 people on the nation’s sick list every day, 
one-fourth to one-third are needlessly so. 

To combat this unnecessary suffering and waste of hu- 
man resources, to induce better health and longer lives, 
a campaign of health education such as is now being 
undertaken by the Gorgas Memorial Institute is of the 
highest value. 

An important phase of the work is the periodic health 
examination or health audit, the only known way of dis- 
covering certain incipient diseases before the individual 
realizes anything is wrong. In the beginning, Bright's 
disease, apoplexy, and high blood pressure are usually 
symptomless to their victim. But discovered in time by 
the health audit, the advice of the family doctor followed 
out, you are put on the road to recovery before your vital 
organs are wrecked beyond repair. Take as good care of 
your health as you would of your automobile and have your 
vital structures tested yearly to locate the enemy of your 
health. 

A second vital function, which is truly preventive medi- 
cine, is teaching the individual the ill effects of wrong 
habits of living, which, if continued, will lead to illness. 
Improper eating, and getting insufficient exercise each day 
are among them.—By Charles H. Mayo, M.D., Rochester, 
Minn., Member Gorgas Memorial Institute. 
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The Inter-State Post Graduate Assembly 


Minnesota is to be honored this year for the first 
time by a meeting of the Inter-State Post Graduate 
Assembly of America, which meets in St. Paul in 
October. This medical assembly began in 1916 
as a district organization comprising the adjacent 
counties in three states, Illinois, lowa and Wiscon- 
sin. Under the guiding hands of Dr. William B. 
Peck and the late Dr. Domer Smith, both of Free- 
port, Illinois, the organization has rapidly grown 
until it now comprises most of the States and 
Provinces of the United States and Canada. 

The aim of the organization has always been a 
high one—to bring to the medical profession the 
truths of the science and art of medicine. To ac- 
complish this object only recognized authorities, 
as a rule with university standing, have been in- 
vited to present their messages. Five days of a 


week each year are crowded with clinics and ad- 
dresses, morning, afternoon and evening, and that 
this opportunity for intensive postgraduate study 


has been appreciated by the busy practitioner has 
been evidenced by the rapidly increasing enroll- 
ment of the Assembly. 


To assure proper membership only members of 
local, state, or provincial societies are eligible. 
The proceedings of the Assembly are published 
each year for those in attendance only. 

This year the Assembly will be able to have its 
scientific program, registration and commercial 
exhibits all under the roof of the St. Paul municipal 
auditorium, which has a seating capacity of 4,000. 
The members of the profession comprising the St. 
Paul committees have perfected a working organ- 
ization, and an abundance of clinical material 
which will be presented at the clinics is being 
collected by the committees in charge. The pro- 
gram appears elsewhere in this issue of MINNESOTA 
MEDICINE. 

The Assembly this year promises to be the great- 
est in the history of the organization. Practically 
all the medical departments of the leading uni- 
versities of the United States and Canada will be 
represented on the program by members of their 
teaching staffs. A number of foreign guests in- 
cluding the Rt. Hon. Lord Dawson of Penn, 
G.C.V.0., C.B., London; Sir William Arbuthnot 
Lane, Bt., London; Mr. William Blair Bell, 
F.R.C.S., Liverpool; Prof. Vittorio Putti, Bologna, 
Italy; Mr. Philip Franklin, F.R.C.S., London; Dr. 
H. L. McKisack, Belfast, Ireland; and Dr. W. H. 
Parkes, C.M.G., C.B.E., Auckland, New Zealand, 
are expected to be present and take part in the 
program. 

The time of the officers of this Association, as 
well as that of the members of the St. Paul com- 
mittees, is too valuable to be contributed to the 
furtherance of any object except one that is of 
great intrinsic value to the profession. This is a 
thousand times more true in regard to the time and 
talents of the distinguished teachers of medicine 
who are co-operating with us in our work. These 
services are gladly given that the physicians of 
North America may receive inspiration from the 
master minds of the medical profession, which will 
lead them to higher ambitions and greater achieve- 
ments. 

Much of the fascination derived from medical 
science comes from the handing on of new truths, 
whether they be new methods of operating, new 
ways of establishing diagnoses or new ways of 
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giving medication. There is no satisfaction in 
keeping acquired truths of any sort to oneself. 
Where the ultimate object is the alleviation of 
human ills there exists a double incentive and 
this is what brings the long list of eminent clini- 
cians to this sort of a medical assembly each year. 
These services are gladly given that the physicians 
of North Anierica may receive inspiration from 
the master minds of the medical profession which 
will lead to higher ambitions and greater achieve- 
ments. 





Advance in the Prevention and Treatment of 
Scarlet Fever 

The story of the discovery by Dick and Dick’ of 
the specific hemolytic streptococcus of scarlet fever 
and the progress in prevention and treatment of 
the disease described in recent literature leaves 
little room for doubt that the conquest of scarlet 
fever is assured. 

Susceptibility to scarlet fever is determined by 
the Dick test. In persons thus shown to be suscep- 
tible active immunity is produced by the injection 
of the specific toxin. Although the length of the 
period of immunity thereby established has not 
been accurately proved, it is quite possible that a 
definite immunity can be produced which will last 
through the ages of greatest susceptibility. In or- 
der to indicate those cases in which immunity be- 
comes lost it is absolutely essential to give Dick 
retests at intervals during childhood; just as vacci- 
nation for smallpox and the Schick test for diph- 
theria are repeated to insure permanent protection. 


In persons exposed to scarlet fever passive im- 
munity may be produced by means of an antitoxin. 
The use of scarlatinal antitoxin is a decided ad- 
vance in the treatment of the disease. It may be 
used intravenously or intramuscularly. When the 


former method is used the toxic symptoms are_ 


usually rapidly relieved. In a majority of cases 
the temperature drops to normal in eight to twelve 
hours with a recurring rise dependent upon the 
degree of throat involvement. There is frequently 
a blanching of the rash in six to ten hours and 
headache, nausea, vomiting and general malaise are 
greatly lessened. The diminution of toxicity is in- 
valuable to the patient in combating later sepsis. 
In this treatment it is imperative to guard against 





1. Dick, G. F., and Dick, Gladys H. The etiology of 
M. A., 82:301 (Jan. 26), 1924. 


scarlet fever. J. A. 
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serum reactions and the use of concentrated anti- 
toxin is to be preferred. 

The toxin for the susceptibility tests and for pro- 
ducing active immunity are both commercially 
available. The various antitoxins being produced 
will neutralize from one thousand to forty thou- 
sand skin test doses per cubic centimeter. The 
prophylactic and therapeutic doses vary in amount 
according to the concentration. 

Wooparp Co.sy. 





Midwifery in Minnesota 

Our attention has been called by the State Board 
of Health to a statement which appeared in a book 
by Dr. S. Josephine Baker (Child Hygiene, Harper 
and Brothers, 1925) that “Minnesota reports that 
over 75 per cent of its births are cared for by mid- 
wives,” whereas records of the State Board show 
that only 6 per cent of births in Minnesota are now 
attended by midwives and this percentage has been 
on the decrease for several years. 

A survey made in the summer of 1923 by the 
department of Child Hygiene of the State Board of 
Health shows the additional fact that of the 166 
midwives tabulated outside of the three large cities 
in Minnesota the majority were elderly and foreign 
born and were not being replaced by younger ma- 
terial. The midwifery problem in Minnesota is 
therefore not a serious one and promises to solve 
itself. 

The article by Dr. Adair which appears in this 
issue of MINNESOTA MEDICINE (page 586) throws 
additional light on the midwifery situation.in one 
of the three large cities in Minnesota. He states 
that in Minneapolis the deliveries by midwives have 
diminished during the last ten years from 20 to 
6 per cent. The condition in the cities is evidently 
following that in the country districts. 

Of equal interest is the fact also brought out by 
Dr. Adair that the percentage of hospital deliyeries 
in Minneapolis has. increased during the past ten 
years from 25 to 70 per cent. The rest of the state 
would doubtless show a more or less corresponding 
increase. . In the early days obstetrical cases were 
not segregated in hospitals as they now are, and, 
nursing technic being inferior, puerperal infection 
was more common. Women were doubtless better 
off when confined at home. With present day care 
the mother is safer in case of complications if in 























the hospital and this fact has come to be generally 
recognized by the public. 

Hospitalization of obstetrical patients has been a 
godsend to obstetricians. The careful watching by 
a trained nurse relieves the attending physician of 
much uncertainty and anxiety. It has led on the 
other hand to one abuse which cannot be too severe- 
ly condemned and that is the neglect of the labor- 
ing woman during the second stage of labor. Bet- 
ter than nine out of ten women will deliver them- 
selves without the assistance of an attending physi- 
cian. The main excuse for employing an obstetri- 
cian is in case an abnormal situation arises. The 
obstetrician who plans to dash to the bedside the 
last minute instead of watching for complications 
during the progress of labor does not earn his fee. 

With the rapid disappearance of the midwife in 
Minnesota and the handling of most deliveries by 
physicians in hospitals, the profession will have it 
practically in their own hands to eliminate puer- 
peral infection in our state. It is noteworthy in 


_ this respect that there have been during the past 


fifteen years in the neighborhood of a hundred 
deaths from puerperal infection yearly in Minne- 
sota. 


REPORTS AND ANNOUNCE- 
MENTS OF SOCIETIES 


INTER-STATE POSTGRADUATE ASSEMBLY OF 
AMERICA 


The annual session of the Inter-State Postgraduate As- 
sembly, formerly known as the Tri-State, will be held in 
St. Paul, October 12-16, inclusive. The scientific program, 
exhibits and registration will all be at the municipal audi- 
torium with headquarters at the Saint Paul Hotel. 

The officers of the Assembly are: Dr. Addison C. Page, 
Des Moines, Iowa, president; Dr. W. B. Peck, Freeport, 
Illinois, managing director; Dr. Edwin Henes, Jr., 445 Mil- 
waukee Street, Milwaukee, Wisconsin, secretary and man- 
ager of exhibits. The meeting will be held under the aus- 
pices of the Ramsey County Medical Society, St. Paul, 
Dr. E. M. Hammes, president; Dr. C. L. Larsen, general 
chairman, and Dr. A. G. Schulze, general secretary. Hotel 
reservations may be made through Dr. George Earl, 1210 
Lowry Bldg., St. Paul, chairman of the Hotel Committee, 
or by communicating with any hotel direct. 

The scientific program will begin each morning at 7 
A. M. and will occupy morning, afternoon and evening. 
Following the addresses Wednesday evening an informal 
entertainment will be offered by the Ramsey County Med- 
ical Society in conjunction with a reception in honor of 
Dr. A. C. Page, president of the Assembly. The banquet, 
which will be open to the public as well as to the members 
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and their ladies, will be held at the Saint Paul Hotel Fri- 
day evening. Addresses will be given by distinguished 
citizens from America and foreign countries. 

The following unusual program will be offered: 


PROGRAM 
INTER-STATE POSTGRADUATE ASSEMBLY 
OF AMERICA 


St. Paul 
October 12, 13, 14, 15 and 16, 1925 
FIRST DAY 
Monpay, Octoser 12 
Th 

1. Diagnostiz Clinic (Medical). Diseases of the blood 
or heart cases. Dr. Charles S. Williamson, Profes- 
sor of Medicine, University of Illinois. 

2. Diagnostic Clinic (Surgical). Dr. William S. Baer, 
Associate Professor of Orthopedic Surgery, Johns 
Hopkins. 

3. Diagnostic Clinic (Oto-laryngology). Dr. Hanau W. 
Loeb, Dean and Professor of Ear, Nose and Throat 
Diseases, St. Louis University. 

4. Diagnostic Clinic (Surgical). Dr. E. Starr Judd, 
Professor cf Surgery, Minnesota Graduate School of 
Medicine, Rochester, Minnesota. 

5. Diagnostic Clinic (Surgical): (a) Non-specific lung 
suppuration; (b) Cancer of the esophagus, breast, 
thromboangiitis obliterans, cholecystitis. Dr. Willy 
Meyer, Prof. of Surgery, New York Post-Graduate 
School. 





AFTERNOON SESSION 

6. Diagnostic Clinic (Medical). Arterial hypertension, 
diseases of the heart and kidney. Dr. Elsworth S. 
Smith, Professor of Clinical Medicine, Washington 
University, St. Louis, Missouri. 

7. Diagnostic Clinic (Surgical). Dr. Arthur M. Shipley, 
Professor of Surgery, University of Maryland. 

8. Diagnostic Clinic (Surgical). Dr. George J. Heuer, 
Professor of Surgery, University of Cincinnati. 

9. Diagnostic Clinic (Medical). Dr. William J. Kerr, 
Associate Professor of Medicine, University of 
California. 

10. Chronic infections of the skull. Dr. Charles B. Ly- 
man, Professor of Clinical Surgery, University of 
Colorado. 

11. The management of the ordinary anemias. Dr. Charles 
S. Williamson, Professor of Medicine, University of 
Illinois. 

12. Subject later. Dr. William S. Baer, Associate Profes- 
sor of Orthopedic Surgery, Johns Hopkins. 

13. Subject later. Dr. C. J. MacGuire, Jr., New York, 
RR. 

14. The anatomic relation of the optic nerve to the para- 
nasal sinuses. Dr. Hanau W. Loeb, Dean and Pro- 
fessor of Ear, Nose and Throat Diseases, St. Louis 

University, St. Louis. 

















































15. 


16. 


17. 


18. 


19. 


20. 


21. 











10. 


Eveninc Session 

Pernicious anemia. Dr. Edward W. Montgomery, 
Professor of Medicine and Clinical Medicine, Uni- 
versity of Manitoba, Winnipeg, Canada. 

The treatment of cicatricial contractures of the neck. 
Dr. Charles N. Dowd, Professor of Clinical Surgery, 
Columbia University. 

The diagnosis and treatment of heart disease. Dr. 
William J. Kerr, Associate Professor of Medicine, 
University of California. 

Subject later. Dr. E. Starr Judd, Professor of Sur- 
gery, Minnesota Graduate School, Rochester, Min- 
nesota. 

Examination of para-nasal sinuses with clinical dem- 
onstrations and radiographs. Dr. Cornelius G. Coak- 
ley, Professor of Laryngology and Otology, Colum- 
bia University. 

Newer methods of preliminary medication and gen- 
eral anesthesia (slides). Dr. James T. Gwathmey, 
New York, N. Y. 

The preparation and use of thick skin grafts. Dr. 
Harry P. Ritchie, Associate Professor of Surgery, 
University of Minnesota, St. Paul. 





SECOND DAY 
TuEsDAyY, Ocroser 13 
Ts. 


Diagnostic Clinic (Laryngology). Dr. Cornelius G. 
Coakley, Professor of Laryngology and Otology, 
Columbia University. 

Diagnostic Clinic (Surgical). Neck cases, especially 
tuberculosis, bronchial cysts or fistule, thyroglossal 
cysts, or fistule hygromas. Dr. Charles N. Dowd, 
Professor of Clinical Surgery, Columbia University. 

Diagnostic Clinic (Medical). Bone, cardio-vascular, 
blood or gastro-intestinal cases. Dr. Joseph Sailer, 
Professor of Clinical Medicine, University of Penn- 
sylvania. 

Diagnostic Clinic (Surgical). Cranial and general 
surgical cases. Dr. Samuel Clark Harvey, Asso- 
ciate Professor of Surgery, Yale University. 

Diagnostic Clinic (Surgical). Upper abdominal 
cases. Dr. John B. Deaver, Professor of Surgery, 
University of Pennsylvania. 





AFTERNOON SESSION 

Diagnostic Clinic (Diabetic). Dr. Rollin T. Woodyatt, 
Clinical Professor of Medicine, Rush Medical Col- 
lege. 

Diagnostic Clinic (Surgical). Surgery of the face and 
various parts of the body. Dr. Allen B. Kanavel, 
Professor of Surgery, Northwestern University. 

Diagnostic Clinic (Medical). Heart and lung cases. 
Dr. Edward J. Beardsley, Associate Professor of 
Medicine, Jefferson Medical College. 

The role of operative surgery in the treatment of pul- 
monary tuberculosis. Dr. Willy Meyer, Professor 
of Surgery, New York Post-Graduate School. 

Hypertension. Dr. James H. Means, Professor of 

Clinical Medicine, Harvard. 


REPORTS AND ANNOUNCEMENTS. OF SOCIETIES ° 


11. 


12. 


13. 


14. 


15. 


16. 


17. 


18. 


19. 


20. 


Observations on the gall-bladder. Dr. Frank Boland 
Professor of Surgery, Emory University School o 
Medicine, Atlanta, Georgia. 

Thoracic suppurations. Dr. Arthur M. Shipley, Pro 
fessor of Surgery, University of Maryland, Balti 
more. 

Pyloric stenosis. Dr. E. E. Francis, Professor of Sur 
gery, University of Tennessee, Memphis, Tennessee 





Eveninc Session 

The treatment of cardiac syphilis. Dr. Harlow Brooks. 
Professor of Clinical Medicine, University and Bel- 
levue Hospital Medical College, New York, N. Y. 

Plastic surgery. Dr. Allen B. Kanavel, Professor of 
Surgery, Northwestern University. 

Heliotherapy as an adjunct in the treatment of chronic 
surgical conditions. Dr. George J. Heuer, Professor 
of Surgery, University of Cincinnati. 

Further studies concerning the injurious effects of 
arterial hypertension on the cardio-vascular renal 
apparatus. Dr. Elsworth S. Smith, Professor of 
Clinical Medicine, Washington University, St. Louis. 

The relation of the human constitution to disease. 
Dr. George Draper, New York, N. Y. 

Subject later. Dr. Milton J. Rosenau, Professor of 
Preventive Medicine and Hygiene, Brookline, Bos- 
ton. 

Drainage as a factor in renal disease. Dr. Guy L. 
Hunner, Associate Professor of Gynecology, Johns 
Hopkins. 

THIRD DAY 
Wepnespay, Octroser 14 
7 A. M. 

Diagnostic Clinic (Medical). Cases of cardiac syphi- 
lis, cardiac decompensation, lung tumor or abscess, 
acute rheumatic fever, angina pectoris, chronic 
nephritis. Dr. Harlow Brooks, Professor of Clinical 
Medicine, University and Bellevue Hospital Medical 
College, New York. 

Diagnostic Clinic (Gynecology). Dr. Guy L. Hunner, 
Associate Professor of Gynecology, Johns Hopkins. 

Diagnostic Clinic (Psychiatry). Dr. Thomas W. Sal- 
mon, Professor of Psychiatry, Columbia University. 

Diagnostic Clinic (Medical). Hypertensive diseases. 
Dr. James H. Means, Professor of Clinical Medicine, 
Harvard University. 

Diagnostic Clinic (Surgical). Cases of rheumatism 
or rheumatoid arthritis. Dr. Charles H. Mayo, 
Mayo Clinic, Rochester, Minnesota. 

AFTERNOON SESSION 

Pathological conference supervised by Dr. H. E. Rob- 
ertson, Professor of Pathology, University of Minne- 
sota (Mayo Foundation), Rochester, Minn. 

Diagnostic Clinic (Medical). Cardio-vascular diseases 
or diseases of the blood. Dr. Maurice C. Pincoffs, 
Professor of Medicine, University of Maryland. 

Familiar problems in gynecology. Dr. William P. 

Graves, Professor of Gynecology, Harvard Univer- 

sity. 














11. 
12. 


13. 


14, 
15. 


16. 


17. 
18. 


19. 


REPORTS AND ANNOUNCEMENTS OF SOCIETIES 


Diphtheria and its after-effects. Dr. H. B. Cushing, 
Clinical Professor of Pediatrics, McGill University. 

Duodenal ulcer versus cholecystitis. Dr. John B. 
Deaver, Professor of Surgery, University of Pennsyl- 
vania. 

Some recent revelations of the denervated heart. Dr. 
Walter B. Cannon, Professor of Physiology, Har- 
vard University. 

The significance of arterial hypertension. Dr. Wilder 
Tileston, Clinical Professor of Medicine, Yale Uni- 
versity. 

Carcinoma of the rectum. Dr. Alfred T. Basin, Pro- 
fessor of Surgery, McGill University. 





Eveninc SESSION 


The diagnosis of abdominal tumors. Dr. Joseph Sailer, 
Professor of Clinical Medicine, University of Penn- 
sylvania. 

The liver and its function in relation to its surgical 
diseases. Dr. Samuel Clark Harvey, Associate Pro- 
fessor of Surgery, Yale University. 

Renal and ureteral stones. Dr. Edward L. Keyes, 
Professor of Clinical Surgery, Cornell University. 

Post-graduate instruction in our own offices. Dr. Ed- 
“ward J. Beardsley, Associate Professor of Medicine, 
Jefferson Medical College. 

Osteotomy of the os calcis for extreme cases of flat 
feet. Dr. John P. Lord, Professor of Orthopedic 
Surgery, University of Nebraska, Omaha, Nebr. 

Treatment and prognosis in pericarditis. Dr. Maurice 
C. Pincoffs, Professor of Medicine, University of 
Maryland. 

Modern medical education—Progress or retrogression. 
Dr. Eugene E. Murphey, Professor of Medicine, 
University of Georgia, Augusta, Georgia. 





FOURTH DAY 
Tuurspay, Octoser 15 
7 A. M. 

Diagnostic Clinic (Surgical). Renal and _ ureteral 
stone cases. Dr. Edward L. Keyes, Professor of 
Clinical Surgery, Cornell University. 

Diagnostic Clinic (Pediatric). Rheumatic fever and 
after-effects in children of school age. Dr. H. B. 
Cushing, Clinical Professor of Pediatrics, McGill 
University. 

Diagnostic Clinic (Surgical). Acute abdominal lesion 
cases. Dr. Alfred T. Bazin, Professor of Surgery, 
McGill University. 

Diagnostic Clinic (Surgical). Dr. Arthur Dean 
Bevan, Professor of Surgery, Rush Medical College. 

The five most important obstetrical mistakes. Dr. 
Joseph B. DeLee, Professor of Obstetrics, North- 
western University. 


AFTERNOON SESSION 


Diagnostic Clinic (Medical). Abdominal diseases, 
especially liver. Dr. Wilder Tileston, Clinical Pro- 


fessor of Medicine, Yale University. 


4. 


10. 


11. 


12. 


13. 


14, 


15. 


16. 


17. 


18. 


19. 
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Diagnostic Clinic (Surgical). Management of cases 
of prostatic obstruction. Dr. Hugh Cabot, Profes- 
sor of Surgery, University of Michigan. 

Pneumococcous peritonitis. Dr. Charles L. Gibson, 
Professor of Surgery, Cornell University. 

Focal infection. Dr. Charles H. Mayo, Mayo Clinic, 
Rochester, Minnesota. 

The etiology of anemia and its importance in diag- 
nosis and treatment. Dr. Duncan A. L. Graham, 
Professor of Medicine, University of Toronto. 

A re-study of operations for radical cure of hernia. 
Dr. Arthur Dean Bevan, Professor of Surgery, Rush 
Medical College. 

Subject later. Mr. Philip Franklin, F.R.C.S., London, 
England. 

Subject later. Dr. Thomas W. Salmon, Professor of 
Psychiatry, Columbia University. 





Eveninc Session 

The relative roles of surgery and of radiation in the 
treatment of tumors of the breast. (a) Dr. F. E. 
Bunts, Professor Principles of Surgery, Western 
Reserve University, Cleveland, Ohio. (b) Dr. U. V. 
Portmann, Cleveland Clinic, Cleveland, Ohio. 

Joint ankylosis—Surgical measures for its prevention 
and relief. Dr. Nathaniel Allison, Professor of 
Orthopedic Surgery, Harvard University. 

The physiology of the female pelvic floor. Dr. Ernest 
F. Tucker, Professor of Gynecology, University of 
Oregon, Portland, Oregon. 

Syphilis and its relation to eye diseases. Dr. William 
H. Wilder, Professor of Ophthalmology, Rush Med- 
ical College. 

Diagnosis of diseases of the rectum. Dr. L. J. Austin, 
Professor of Surgery, Queen’s University, Kingston, 
Canada. 

Subject later. Dr. James E. Thompson, Professor of 
Surgery, University of Texas, Galveston, Texas. 
Subject later. Dr. Arthur A. Law, Associate Professor 
of Surgery, University of Minnesota Graduate School 

of Medicine, Minneapolis, Minn. 





FIFTH DAY 
Fripay, Octoser 16 
7 A. Mz 


Diagnostic Clinic (Surgical). Abdominal and gastro- 
intestinal cases. Dr. Charles L. Gibson, Professor 
of Surgery, Cornell University. 

Diagnostic Clinic (Surgical). Joint involvement, par- 
ticularly cases of suspected tuberculosis of either 
the knee, hip or other joints. Dr. Nathaniel Allison, 
Professor of Orthopedic Surgery, Harvard Univer- 
sity. 

Diagnostic Clinic (Medical). Cases of cardiac lesions 
or signs of interference with cardiac function. Dr. 
J. C. Meakins, Professor of Medicine and Director 
of the Department, McGill University. 

Diagnostic Clinic (Surgical). Dr. George W. Crile, 
Professor of Surgery, Western Reserve University, 
Cleveland, Ohio. 








5. Diagnostic Clinic (Medical). 


Cases of anemia and 
mediastinal tumor. Dr. Duncan A. L. Graham, Pro- 
fessor of Medicine, University of Toronto. 


AFTERNOON SESSION 

6. Diagnostic Clinic (Surgical). Cases of anemia. Dr. 
William J. Mayo, Mayo Clinic, Rochester, Minnesota. 

7. Diagnostic Clinic (Surgical). Sir William Arbuthnot 
Lane, Bt., London, England. 

8. Pathological Conference supervised by Dr. H. E. Rob- 
ertson, Professor of Pathology, University of Minne- 
sota (Mayo Foundation), Rochester, Minnesota. 

9. Circulatory failure in heart disease. Dr. J. C. Meak- 
ins, Professor of Medicine, McGill University. 

10. The cause and prevention of so-called catheter cystitis 
and retention of the urine. Dr. Hugh Cabot, Pro- 
fessor of Surgery, University of Michigan. 

1l. The treatment of gastric ulcer. (a) Indications for 
and the technique of dissection of the stomach for 
ulcer. Dr. George W. Crile, Professor of Surgery, 
Western Reserve University, Cleveland, Ohio. (b) 
The medical treatment of peptic ulcer. Dr. John 
Phillips, Assistant Professor of Therapeutics, West- 
ern Reserve University, Cleveland, Ohio. (c) The 
patient versus his lesion. Dr. George W. Crile, 
Cleveland, Ohio. 

12. The association of lesions of the bone marrow, the 
liver and the spleen in certain blood dyscrasias. 
Dr. William J. Mayo, Mayo Clinic, Rochester, Min- 


nesota. 





“ FOREIGN GUESTS 

Sir William Arbuthnot Lane, London, Englind. 

Mr. William Blair Bell, F.R.C.S., Professor of Obstetrics 
and Gynecology, University of Liverpool Medical De- 
partment, Liverpool, England. 

Professor Vittorio Putti, Bologna, Italy. 

Mr. Philip Franklin, F.R.C.S., London, England. 

Dr. H. L. McKisack, Consulting Physician, Royal Victoria 
Hospital, Belfast, Ireland. 

Dr. W. N. Parkes, C.M.G., C.B.E., Auckland, New Zealand. 

Rt. Hon. Lord Dawson of Penn, London, England. 


GREAT NORTHERN RAILWAY SURGEONS 
ASSOCIATION 


At the annual meeting of the Great Northern Railway 
Surgeons Association held in Glacier National Park, 
June 25 and 26, 1925, the following officers were elected 
for the coming year: President, Dr. R. M. Simpson, 
Winnipeg; first vice-president, Dr. J. A. DuBois, Sauk 
Center, Minn.; second vice-president, Dr. C. B. Lewis, 
St. Cloud, Minn.; third vice-president, Dr. H. J. Knott, 
Seattle, and secretary-treasurer, Dr. R. C. Webb, Minne- 
apolis. 

Among those who appeared on the program were the 
following surgeons from Minnesota: Dr. Frank Burch, 
St. Paul, “Injuries to the eyes”; Dr. C. H. Patterson, 
Barnesville, “Tetanus, with report of a case”; Dr. E. M. 
Hammes, St. Paul, “The neurological examination in rail- 





OF GENERAL INTEREST 


road injuries”; Dr. T. A. Peppard, Minneapolis, “The 
relation of hypertension to retirement”; Dr. C. I. Oliver, 
Graceville, “Surgical judgment, its relation to prognosis 
and mortality in railroad injuries’; Dr. H. W. Froehlich, 
Thief River Falls, “Site of amputation best adapted for 
artificial limbs”; Dr. H. J. Thornby, Moorhead, “Role of 
the surgeon at a railroad wreck”; Dr. R. G. Allison, Min- 
neapolis, “The differential diagnosis of spinal conditions”; 
Dr. B. S. Adams, Hibbing, “Fractures of the patella.” 


The registration at the 1925 meeting showed an atten- 
dance of 100 out of a membership of 277. It was voted to 
hold the next meeting in Winnipeg in June, 1926. 


PHYSIOTHERAPEUTIC CONVENTION 


Physicians are invited to attend the Fourth Annual 
Physiotherapeutic Convention to be held at the Drake 
Hotel, Chicago, October 12 to 16, 1925. Papers will be 
read and discussed by leading physicians of national and 
international reputation in this field. 

Demonstrations and exhibits of the latest apparatus and 
methods employed in physiotherapy will be given. Physi- 
cians who are in good standing in their State Medical 
Association and who can give evidence of the fact are 
invited. Reservations may be made and programs obtained 
by addressing the Educational Department of H. G. Fischer 
& Co., 2335 Wabansia Ave., Chicago, Illinois. 


OF GENERAL INTEREST 


Dr. C. G. Nordin, formerly of the Brainerd Clinic, Brai- 
nerd, is now located in St. Paul. 


Dr. Robinson Bosworth of St. Paul has become asso- 
ciated with the Rockford Sanatorium, Rockford, Illinois. 


Dr. Herman J. Kooiker, formerly of Hills, Minn., has 
moved to North Albert Lea, where he is practicing his 
profession. 


Dr. William G. Crandall has moved from Graceville, 
Minn., to Watertown, S. D., where he is associated with 
the Barton Clinic. 


Dr. J. W. Daniels and family of St. Peter spent the lat- 
ter part of August on a vacation trip by motor to Duluth 
and Northern Minnesota. 


Dr. R. L. Kirsch is visiting at Crookston, where he for- 
merly practiced. He is making preparations to remove 
permanently to Pasadena, California, where he spent the 
winter. 


Dr. L. G. Guyer, formerly a member of the staff of 
Nopeming Sanatorium, Nopeming, has become associated 
with the Department of Public Institutions, Tuberculosis 
Division, in St. Paul. 

Dr. Merton Field of Northfield is now located in Chip- 
pewa Falls, Wisconsin, where he is specializing in the treat- 
ment of eye, ear, nose and throat diseases. Dr. Field has 
taken over the practice of Dr. C. J. Nedry. 


Dr. George T. Baskett, Assistant Superintendent of the 
St. Peter State Hospital for the past 13 years, has been 














CASE REPORTS 


promoted to the Superintendency of the Willmar State 
Asylum and will assume his new duties on October 1. 


Will members of the Association having in their posses- 
sion copies of the Transactions of the Minnesota State 
Medical Association for the years 1876 and 1887 kindly 
communicate with the office of Minnesota Mepicine, 402 
Guardian Life Bldg., St. Paul, Minn. 


The Bethesda Hospital at Crookston is taking the neces- 
sary steps to be placed upon the accredited list of the 
American College of Surgeons. At the recent staff organi- 
zation, Dr. M. O. Oppegaard was elected president; Dr. 
G. A. Morley, vice president, and Dr. W. H. Hollands, 
secretary. 


Dr. R. M. Phelps, Superintendent of the St. Peter State 
Hospital for the past 13 years, has resigned on account 
of ill health and will leave the service on October 1. Dr. 
Phelps has been in the state service for the last 40 years. 
Dr. George H. Freeman, Superintendent of the Willmar 
State Asylum, has been appointed Superintendent of the 
St. Peter State Hospital, effective October 1. 


Dr. G. R. Kamman, St. Paul, sailed August 22, for Lon- 
don, where he will spend three months in postgraduate 
study specializing in neurology and psychiatry. From 
London Dr. Kamman will go to Vienna and Munich. On 
his return he will visit several clinics in the East before 
resuming his practice in association with Dr. E. Ma. Hammes 
in'St. Paul. Dr. Kamman expects to return within a year. 


Dr. L. L. Brown, who has practiced for the past five 
years at Crookston, has become associated with the North- 
western Clinic at that place. The Clinic! occupies its own 
fully equipped building with the medical staff consisting 
of Dr. M: O. Oppegaard, General Surgery; Dr. O. E. 
Locken, General Medicine; Dr. C. L. Oppegaard, Eye, 
Ear, Nose and Throat; Dr. L. L. Brown, Pediatrics, and 
Dr. C. D. Mitchell, Dentistry. 


Dr. J. A. Evert, who has been associated as assistant 
chief surgeon in the Northern Pacific Hospital in St. Paul 
for several years, has been appointed chief surgeon in 
charge of the Northern Pacific Hospital at Glendive, Mon- 
tana, where he will assume his duties October 1. Dr. 
A. W. Ide will remain in charge of the hospital in St. Paul 
with Dr. B. I. Derauf as surgical assistant and Dr. M. A. 
Shillington as assistant to the chief surgeon. 


The fall meeting of the Nicollet-Le Sueur County Medi- 
cal Society will be held at the St. Peter State Hospital on 
September 3. The scientific program will be given over 
to a lecture, with moving pictures and slides, on Late 
Technic in Physiotherapy Methods. 

There is a move on foot to erect a city hospital in St. 
Peter. The matter is now being considered by the Business 
Men’s Association of St. Peter. This is a very commend- 
able move by this progressive association, as the need for 
such a hospital is urgent. 


ERRATUM 


An error was made in last month’s issue relative to the 
present location of Dr. I. E. Bowing, formerly of St. Cloud. 
Dr. Bowing is at present taking a three months’ post- 
graduate course in Chicago. 





CASE REPORTS 








Members are requested to report interesting and unusual 
cases for publication in this department. Many cases 
reported at hospital staff meetings and similar meetings are 
very instructive and worthy of publication. 





EPIDERMOID CYST WITH PRESSURE ATROPHY OF 
THE ADJACENT BONE: REPORT OF CASE 
FREDERICK CuristopHer, M.D., F.A.C.S. 

Junior Surgeon, Evanston Hospital 
Evanston, Ill. 

Epidermoid cysts are those having simple epidermal lin- 
ings and are distinguished from dermoid cysts by the 
absence of definite ‘dermal structures. They may be con- 
genital in origin but are usually caused by a traumatism 
which has caused the misplacement of fragments of epi- 
dermis. This occurs most frequently on the exposed sur- 
faces such as the palms and soles, according to Ewing.! 
They have been produced experimentally. They attracted 
the interest of Reverdin? in 1887, and in 1888 Jonnesco* 

termed them “kyste epidermique traumatique.” 





Fig. 1. 


Patient M. L. T. was first seen in June, 1925. She com- 
plained of a firm, slightly tender area, on the palmar sur- 
face of the distal phalanx of the left middle finger just 
beyond the articulation. She stated that thirty-two years 
previously she had closed a heavy door on the finger, injur- 
ing it so severely that it was nearly taken off. Three years 
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after this time she again caught the finger in a door, injur- 
Some five years after this 
trauma she ran a sewing machine needle through the same 


ing it less severely, however. 


finger and lost the nail for the third time. 


The finger was submitted to x-ray examination (Fig. 1) 
and the following report was made by Dr. Jenkinson: 
“There is a definite area of bone destruction involving the 
distal phalanx of the middle finger of the left hand. This 


area seems to be cystic. It is fairly well incorporated.” 


On June 10, 1925, at the Evanston Hospital, the patient 
Through a 


lateral incision the cyst was readily removed. After the 


was operated upon under general anesthesia. 


removal of the cyst, the surface of the distal phalanx 
presented a very smooth rounded hollow. The wound 
healed cleanly. 








Fig. 2. 


Report of the pathologist (Dr. J. L. Williams): “About 
1 c.c. of gray-white granular material and partially necrotic 
substance containing a piece of firm tissue also partially 
necrotic, 1.2xlx0.4 cm. Microscopic: This tissue consists 
of the wall of a cyst, lined with several layers of squamous 
epithelium covered with cornified and necrotic epithelium 
such as is seen in an epidermoid cyst. Immediately sur- 
rounding the epithelial lining is a layer of fibrous tissue 
containing small islands of bone and cartilage. Diagnosis: 
Epidermoid cyst with pressure atrophy of the adjacent 
bone.” (Fig. 2.) 


BIBLIOCRAPHY 
1. Ewing, James: Neoplastic Diseases. 1919, p. 941. 
2. Reverdin: Rev. Med. Suisse Dom. 1887, pp. 7, 121. 
3. Jonnesco: Bull. Soc. d’Anat. 1888, p. 940. 


CASE REPORTS 





MELANOSARCOMA OF THE CHOROID* 
REPORT OF CASE 





V. J. Scuwartz, M D. 
Minneapolis 





L. R., a man, aged 20, white, unmarried, was admitted to 
the General Hospital January 9, 1925, with severe pain in 
the right eye, of three weeks’ duration. He stated that 
vision in this eye had been impaired for a long time, but 
that about a year ago it became rapidly worse so that for 
almost a year this eye had been functionless. 

The family history was negative and, with the exception 
of the following, the patient’s personal history was negative. 

Seven years before he had been struck in this eye with 
a swiftly thrown baseball and had considerable trouble in 
the eye afterward, although he had some vision, he said. 
About a week before admission to the hospital the eye be- 
came painful and reddened. When seen by us he had 
marked ciliary and conjunctival injection and the pupil was 
dilated. Purkinje-Sanson images were present. The eye 
felt very hard, and the McLean tonometer, which registers 
a normal tension as being between 25 and 40, showed a 
tension in the good eye of 35, whereas in the affected eye 
the tension was 120. In other words, an absolute glaucoma 
existed. 

A very disturbing condition was the fact that the fundus 
was not to be seen. The lens was subluxated, its upper 
margin being faintly visible, but the interior of the eye was 
not to be made out. 

Because of the clear history of traumatism it was thought 
that there might be an old, with possibly a fresh, intraocular 
hemorrhage, despite the fact that the old clot, which would 
have organized long ago, would probably have produced a 
retinal detachment and so, likely, a diminished tension. 
However, a recent hemorrhage or a transudate might easily 
elevate this again. The possibility of intraocular tumor was 
also suggested, but under the circumstances this could not 
be investigated. Transillumination was not conclusive. The 
patient was suffering greatly, so an iridectomy was done, 
after having first made a subconjunctival injection of 
adrenalin as recently recommended, unfortunately without 
decreasing the tension appreciably in this case. 

The patient felt better for a few days, the tension having 
dropped to about 45; but this soon began to rise again 
and the pain returned just as before. More than that, some 
discomfort and lacrimation appeared in the left or good 
eye, so it was determined to enucleate at once. 

This was done and on section of the eyeball a melanotic 
sarcoma of the choroid was found, somewhat less than. a 
centimeter in diameter and rather near the equator. There 
was a widespread detachment of the retina, it being pushed 
up hard against the iris and lens. Beneath it, and filling 
the greater part of the eyeball, was a mass of serum, the 
vitreous humor having been absorbed. These findings ex- 
plained at once our inability to see the interior of the eye- 
ball with the ophthalmoscope. 

It might be well to recall that sarcoma of the choroid at 
this early age is very rare. 





*From the Eye, Ear, Nose and Throat Service, Dr. 
F. J. Pratt, Chief, Minneapolis General Hospital. 
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PROGRESS 


Abstracts to be submitted to Section Supervisors. 





Members are urged to abstract valuable articles which 
they run across in their reading and send the abstracts to 
the physicians in charge of the respective sections. In order 
to avoid duplication it would be well to communicate with 
one of the section supervisors before the article is abstracted. 





MEDICINE 





SUPERVISORS: 
F. J. HIRSCHBOECK, 
FIDELITY BLDG., DULUTH 


THOMAS A. PEPPARD, 
LA SALLE BLDG., MINNEAPOLIS 





TUBERCULOUS ENTERITIS—THE DIETETIC MAN- 
AGEMENT: Gerald B. Webb, M.D., and G. Burton Gil- 
bert, M.D., Colorado Springs (Transactions of the Twen- 
tieth Annual Meeting National Tuberculosis Association, 
pp. 121-125). Tuberculous enteritis may occur in mod- 
erately advanced and even relatively early pulmonary cases. 
A slight persistent nausea, anorexia, a feeling of discom- 
fort after eating, undue nervousness, constipation and 
gaseous digestion should suggest a beginning tuberculous 
enteritis. Such a patient may lose ground although lung 
condition is improving. If there is looseness of the bowels 
alternating with constipation or slight crampy pains in 
the abdomen, we look for tuberculous enteritis. Autopsies 
have shown that extensive ulceration may exist without 
any diarrhea, but with a very persistent constipation. 

The results of abdominal examination are very indefi- 
nite in early cases. There may be absence of superficial 
abdominal reflexes in the right lower quadrant. Examina- 
tion of the stools is of little value. The x-ray has been 
of great value in diagnosing early cases. Both a test meal 
and an enema should be given. The diagnosis can be 
made by noting hypermotility, filling defects and spastic 
phenomena. Ulcers occur in the ileum oftener than they 
do in the colon. X-ray examination is not always neces- 
sary—it may be hard on the patient. Dietetic management 
of the digestive disorders shauld be begun when one is 
even suspicious of this complication. 

Surgery has not accomplished much in these cases; 
the disease is frequently found at operation to be more 
extensive than previously suspected. 

The patient should be put at rest and the work of the 
intestines reduced to a minimum. Exercise increases 
A patient at rest can gain weight on a rela- 
tively low caloric diet. Milk requires the least expendi- 
ture of digested energy. It should be taken often in small 
doses, three or four ounces every waking hour. It can 
be modified by the addition of citrate, lime water, or be 
started with teaspoonful doses. Should there be no in- 
crease in weight 1 ounce of cream can be added to 3 
ounces of milk. This also helps constipation if it .exists. 


Mineral oil may be added for constipation. Later, after 
a few days, patients can be allowed to take three or four 
small meals daily instead of hourly feedings. The meals 
should not exced six ounces. If diarrhea persists and 
patient is in good general condition, a complete fast of a 
day or two is valuable. If milk cannot be borne, proteins 
in small amounts may be given. One must eliminate 
fruits and coarse foods from the diet. Rest must be long 
continued. Complete relief generally comes very slowly. 
Small meals will trickle past an ulceration whereas large 
meals cause a distinct disturbance. 


Little medication is necessary. Application of moist 
heat to the abdomen is of some value in painful cases. 
Opium is reserved for extreme cases. Heliotherapy is 
worthy of an extended trial unless there is too much pros- 
tration. Sun and the ultra-violet radiations of quartz 
lamps are used in some cases. Good results can be ob- 
tained by dietetic management. Calcium chloride given 
intravenously temporarily decreases diarrhea in some. cases. 

Wa. Bamey, M.D. 


PHYSICAL FACTORS INFLUENCING LONGEVITY 
IN THE TUBERCULOUS: J. Burns Amberson, Jr., M.D. 
(Journal of the Outdoor Life, 1925, xxii, 425)., Prognosis 
in a chronic disease like tuberculosis is difficult. There is 
always a variation from the usual type which may have 
an important bearing. Small lesions in the lung are heal- 
able in over 90 per cent of cases. The outlook is more 
favorable if the disease is in the upper part of the lung. 
In some early cases it can soon be determined that the 
disease is of a rapidly progressive type and that some spe- 
cial treatment like pneumothorax is indicated. Minimal 
or early cases that immediately demand radical operative 
treatment are, however, rare. The prospect of recovery 
diminishes as the disease in the lung progresses, but the 
resulting disadvantage is often offset by prolonging the 
treatment. Complications are more common in the cases 
of longer duration, but are not necessarily incurable. If 
the lungs improve under proper treatment the complication 
is likely to also improve. The fundamental principles of 
treatment, hygienic living with systematic rest, sunshine, 
fresh air and suitable food are the foundations of effective 
treatment in the case of all of the complications. Special 
throat treatments without these measures are not likely to 
cure tuberculous laryngitis. Complete rest of the voice. 
Silence treatment is one of the most effective local meas- 
ures, 

Intestinal tuberculosis, if not too extensive, may heal 
under rest treatment together with a bland diet. In some 
cases artificial or natural heliotherapy or x-ray treatment 
may be an added help. Operations are rarely helpful. ° 
X-ray studies have shown that this complication may now 
be detected much earlier than formerly. Pleurisy is usual- 
ly merely an incident in the course of pulmonary tubercu- 
losis which does not alter the course of the disease. Em- 
pyema, while always serious, may run a relatively benign 
course. Tuberculous peritonitis may heal under ordinary 
rest aided by heliotherapy. Tuberculosis of the middle 


ear usually results in perforation of the ear drum, some 
loss of hearing and a variable chronic discharge containing 
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tubercle bacilli. This is as a rule the extent of the dam- 
age. The prognosis of joint tuberculosis is usually good 
under general bodily rest with rest of the diseased part. 
Casts and various mechanical contrivances are often help- 
ful. Heliotherapy is especially valuable. 

In conclusion, the author states that complications are 
to be treated each according to its peculiar nature, but 
not to the exclusion and neglect of the pulmonary disease. 
In all cases a scheme of general treatment, systematic 
“taking of the cure,” should be used. 

A. T. Lamp, M.D. 
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UNRESOLVED PNEUMONIA IN CHILDREN: By 
Gerard N. Krost, M.D. (Amer. Jour. Diseases of Children, 
July, 1925). Pneumonia in babies and children, whether 
of a pure lobar type or bronchopneumonia, has a distinct 
tendency to be prolonged. The temperature of babies with 
lobar pneumonia often drops by lysis, and it is exceptional 
to have fever present at the end of two weeks. The author 
has arbitrarily fixed three weeks of abnormal temperature 
and persistance of consolidation as constituting a case of 
unresolved lobar pneumonia. The author has therefore 
arbitrarily chosen four weeks of fever and signs of consoli- 
dation as criteria in defining a case of bronchopneumonia 
as unresolved. 

The temperature, which has been high in the acute stage, 
becomes lower, but the lungs often show larger and larger 
areas.of consolidation; there is a progressive loss of weight 
and appetite, and often the patient succumbs after eight or 
ten weeks’ illness. If recovery takes place. there is a slow 
convalescence and frequent relapses. 

A Pirquet or intradermal tuberculin test should always 
be made. In none of the patients in this report was the 
Pirquet test positive, nor was the progress later indicative 
of tuberculosis in any of them. 

Are there any serious objections to the use of the roent- 
gen-ray treatment, and what is its probable action? Small 
doses were found to increase immunity in mice by stimulat- 
ing lymphocytosis. Large doses caused leukocytic destruc- 
tion. If leukocytic destruction occurs, then one of the body 
defenses would be destroyed and the condition become 
worse. It would seem more logical to assume that the small 
doses of roentgen-ray penetrating the lung tissue acted as 
a stimulant to phagocytosis. It would also seem logical 
to use relatively small doses. 

The dose given by Blumenthal was 5 milliamperes, spark 
gap 7% inches, distance 8 inches, filter through 3 millime- 
ters of aluminum and 4 of sole leather, the time being five 


minutes. The exposure was made posteriorly over the area 
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of greatest consolidation, found clinically and by localiza- 
tion by means of roentgenograms. In only two cases was a 
second treatment given, in one within ten days, and in an- 
other within two weeks. The author felt that the effect of 
the first treatment had not ceased up to that time. 

In twelve cases of unresolved pneumonia treated by 
roentgen-ray there was apparent benefit in eleven. 

There seemingly was fever and constitutional reaction in 
three cases. This was temporary and probably beneficial. 

There is. no evidence of any harm in the use of the roent- 
gen-ray in the dosage given. 

R. N. Anprews, M.D. 


LACTIC ACID MILK IN THE FEEDING OF PRE. 
MATURE CHILDREN: By Morris Gleich, M.D. (Archives 
of Pediatrics, July, 1925). In the absence of breast milk, 
the author suggests lactic acid milk in the feeding of pre- 
mature infants. This acid food has a high caloric value, is 
concentrated, favors gastric as well as intestinal digestion, 
and is inimical to the presence and growth of pathogenic 
micro-organisms. Such qualities make it an ideal food for 
premature children. 

The success of lactic acid milk probably lies in its acid- 
ity and low buffer value, both being favorable to fat diges- 
tion and calcium absorption. Begin with one-half ounce 
skimmed lactic acid milk every two hours, ten feedings a 
day, and proceed as soon as feasible to one-half ounce 
lactic acid milk every two hours, ten feedings in twenty- 
four hours. Most thriving premature infants soon take two 
to three ounces lactic acid milk every three hours, seven 
feedings in twenty-four hours. 

All prematures are fed cod liver oil after the second 
week. Beginning with one drop in each bottle of milk and 
one drop in the orange juice (which is given at the time of 
cod liver oil) increase the amount till the infant receives 
one to two teaspoons a day. Hospitalization of premature 
children should be discouraged. Better results will be ob- 
tained when they are discharged as soon as possible and 
placed in the hands of a competent nurse or intelligent 
mother. This reduces the danger of infection to a mini- 
mum. 

R. N. Anprews, M.D. 


—_——_—_ 


INSULIN IN THE TREATMENT OF MALNOURISHED 
INFANTS: By Frederick F. Tisdall, M. D., Alan Brown, 
M.B., T. G. H. Drake, M.B., and M. G. Cody, M.B. (Amer. 
Jour. of Diseases of Children, July, 1925). The effect of 
the administration of insulin to malnourished infants has 
been studied. Nine infants received insulin in conjunc- 
tion with the intravenous injection of 20 per cent glucose. 
Seven infants, over a total of thirteen periods, received in- 
sulin in conjunction with 15 per cent glucose subcutane- 
ously and six infants in conjunction with the feeding. 

A definite increase in the weight was obtained in 50 per 
cent of the cases. In these cases in many instances, how- 
ever, other factors were present which lessened the prob- 
ability that insulin was the cause of the increase in weight. 

The intravenous injection of 20 per cent glucose and in- 
sulin together is probably not the most efficient method of 
administration. 
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Insulin apparently produces the most marked diminu- 
tion in the elevation of the blood sugar when administered 
about one and one-half hours before the glucose. 

The effect of insulin on the blood sugar concentration 
varies tremendously in different infants, consequently its 
administration is not without danger. 

R. N. Anprews, M.D. 
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THE TREATMENT OF GENERAL PERITONITIS: 
George E. Armstrong (Surgery, Gynecology, and Obstetrics, 
1925, xl, 760). Organisms causing peritonitis are so ad- 
herent to the peritoneal surfaces that no amount of wash- 
ing, sponging, nor rubbing can remove them. They can 


‘be destroyed only by the toxins that they themselves cre- 


ate. Death of the germ is assured, given sufficient time. 

To leave an abdomen full of pus requires courage; how- 
ever, the justification for doing so is the result. If coils 
of intestines are undisturbed, adhesions will not form and 
there will be no mechanical obstruction. The technique 
should be to deal with the cause of infection gently. 
Fowler position, saline by rectum or intravenously, and 
withholding of food until the bowels move, are recom- 
mended. In draining the pelvis a tube is introduced pri- 
marily to relieve intra-abdominal tension and thus facilitate 
the circulation through the blood and lymph vessels. This 
treatment will usually lead the patient to recovery if intro- 
duced before paralytic obstruction has developed. 


J. K. Hottoway, M.D. 


SUPRACERVICAL HYSTERECTOMY WITH CON- 
SERVATION OF THE MENSTRUAL FUNCTION: Enil 
Novak, M.D. (Surgery, Gynecology, and Obstetrics, 1925, 
xl, 874-875). The psychological effect of destroying the 
menstrual function is great in a large percentage of pa- 
tients. Moreover, there is evidence to indicate that the life 
of conserved ovaries is much prolonged by retention of a 
portion of the uterus. 

A type of menstrual function will remain if a small 
portion of the uterus is conserved. By amputating the 
uterus at a higher level than the internal os the menstrual 
function can be conserved with no possible harm and prob- 
ably great benefit to the patient. If too large a stump is 
left difficulty may be experienced in utilizing the anterior 
bladder peritoneum to cover the line of suture, and there 
is a possibility of postoperative bladder irritability. 

There are many indications for this conservative type 
of operation, notably cases of uterine myoma and chronic 


pelvic inflammatory disease in young women where preser- 
vation of the menstrual function seems desirable. 


J. K. Hottoway, M.D. 


RADIOGRAPHIC EVIDENCE OF THE ASSOCIATION 
OF URETERAL STRICTURE AND URINARY CAL- 
CULI: Guy L. Hunner, M.D. (Journal of Urology, 1925, 
xiii, 497-523). The presence of a calculus in the kidney 
or ureter is presumptive evidence of a coexistent ureteral 
stricture. Ureteral stricture is probably of blood-borne 
origin; hence it is probably always bilateral. Many symp- 
toms formerly attributed to stones may result from stasis 
due to stricture. Silent stones, reno-renal reflex; calculous 
anuria with stone obstruction cn one side only, bilateral 
stones, frequency of recurrence of stone on the side oper- 
ated upon, recurrence of symptoms after the stone has 
passed, persistence of a sinus after operation, the phe- 
nomenon of migrating stones, et cetera, can be explained 
largely upon a basis of ureteral strictures. 


Early treatment by dilatation institutes drainage, relieves 
stasis, prevents infection. Ureteral stricture is an asso- 
ciated lesion in most cases of calculus in the upper urinary 
tract. The author believes that the renal catheter with a 
wax bulb is the simplest, most efficient, and most accurate 
method for diagnosis, study and treatment of ureteral stric- 
ture. Thirteen case reports are submitted, well illustrated 
by roentgen-ray cuts. 

J. K. Hottoway, M.D. 
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ORAL ADMINISTRATION OF SODIUM TETRA- 
BROMPHENOLPHTHALEIN — PRELIMINARY RE- 
PORT: Menes and Robinson (Am. Jour. Roent., xiii, 369, 
April, 1925). The oral administration of this dye has been 
successful in most cases, producing a distinct gall-bladder 
shadow. It is superior to the intravenous method because 
it gives less discomfort, there is no danger of sloughing, 
The dye 
reaches the systemic circulation in very small quantities 
The chief disadvantage 
of this method lies in the fact that some patients are un- 
able to retain the dye, becoming nauseated, especially if a 
full meal is not taken with it. In addition, it is impossible 
to obtain an accurate record of the filling and emptying of 
the gall-bladder. 

Films are taken at 12, 18, and 24 hours after adminis- 
tration. Ingestion of food causes rapid emptying of . the 
gall bladder. 
factors as in the intravenous method. 


Leo G. Ricter, M.D. 


it is easier to give, and the danger is minimal. 


so does not cause severe reactions. 


Diagnosis depends essentially on the same 
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THE PRESENT. STATUS OF THE ROENTGEN 
TREATMENT OF PURPURA HEMORRHAGICA BY 
IRRADIATION OF THE SPLEEN: Pancoast, Prender- 
grass, and FitzHugh (Am. Jour. Roent., v. 13, p. 558, 
June, 1925). This article presents a complete and critical 
discussion of the profuse literature on this subject together 
with a report of six cases treated by the authors. The 
review of the literature is admirable and the bibliography 
complete. 

The authors believe that neither of the premises on 
which Stephan based this method of small doses over the 
spleen in cases of purpura hemorrhagica, for stimulation 
purposes, is justified. There is no proof that small doses 
of radiation will stimulate the spleen, nor that increased 
splenic function will increase the coagulating powers of 
the body. 

They treated six cases by this method. Two died and 
four were improved symptomatically. None were cured. 
The radiation had a temporary value, however, and there 
were no untoward effects. 

In view of the apparent value of splenectomy in this 
disease it would seem more rational to give massive or 
destructive irradiation of the spleen rather than stimulant 
dosage. Leo G. Ricier. 

X-RAY TREATMENT OF BONE TUBERCULOSIS: 
J. D. Southard, M.D., F.A.C.S., Fort Smith, Arkansas 
(Radiology, vol. 5, No. 1, pp. 34, 35, July, 1925). The 
following is a report of the treatment by x-ray of twenty- 
seven cases of bone tuberculosis, most of which were of 
long standing and in all of which the treatment was com- 
pleted one or more years ago. Twenty-two cases were 
cured and five cases improved after an average period of 
little over four months under treatment. The bones affect- 
ed were the ankle once, the arm three times, the femur 
once, the hip joint four times, the knee joint once, the 
pelvis twice, the spine four times, the sacrum three times, 
the sternum twice, and the wrist once. 

Technic is varied according to the age and size of the 
patient and the location of the diseased bone, but in the 
average case the idea is to give from one-half to one 
erythema dose of filtered rays during the first month of 
treatment. No massive or lethal dose is needed and none 
used. The indication is to stimulate, nourish and encour- 
age the living cells and tissues to dispose of the dead 
tissue by elimination or absorption and the phagocytes to 
take care of the tubercle bacilli present. 

Treatment of five spinal cases was carried on without 
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any rest measures such as were used in most of the other 
cases and the results were particularly good. In cases 
where the lungs were involved they also were treated and 
were usually healed or quiescent by the time the bone 
was cured. 

In conclusion, it is realized that the number of cases 
is not sufficient upon which to base final conclusions, but 
they are offered as indicating a safe and effective treat- 
ment of a most intractable disease. 

James A. Cutuserr. 


COMMON CAUSES OF SHOULDER PAIN: Butler 
and Elward (Am. Jour. Roent., v. 13, p. 536, June, 1925). 
There are a large number of causes of shoulder pain both 
direct and indirect. The latter are due to referred im- 
pulses through the phrenic nerve and brachial plexus. 

Ten causes of shoulder pain can be demonstrated by the 
use of one 10x12 sized roentgenogram. The x-ray exami- 
nation of the shoulder is therefore a valuable aid in the 
detection of the causes of shoulder pain and the large 
sized film should be used. 

This one examination may demonstrate any or all of 
the following: 

Caries or erosion of the cervical vertebra, cervical ribs, 
cervical arthritis, calcified cervical glands, spur on the 
clavicle, opaque subdeltoid bursitis, aortic aneurysm, apical 
tuberculosis, apical neoplasm, mediastinal new growth, 
Hodgkin’s disease, and any demonstrable diseases or in- 
juries of the shoulder joint itself. The information ob- 
tained as to conditions outside the shoulder joint is suff- 
cient to stimulate further and more detailed examination. 

Leo G. Ricrer, M.D. 


THE X-RAY EXAMINATION OF THE MALE URE- 
THRA (Cave and Kohnstam. Brit. J. of Radiology, v. 30, 
p. 121, April, 1925). No preparation is needed. Lipiodol 
diluted with four times its volume of sterile paraffin is 
injected slowly and with constant pressure by means of a 
pressure flask. There were no harmful or irritative effects. 

Plates are taken in the postero-anterior position with the 
tube over the bulb of the urethra and in the oblique posi- 
tion centering below the middle of Poupart’s ligament. 

Valuable information can thus be obtained as to the con- 
dition of the urethra and the presence, location, and extent 
of strictures. Pressure of an enlarged prostate will be 
shown and numerous other conditions in the posterior ure- 
thra can be made out. Leo G. Ricier, M.D. 
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SURGERY. Vol. II. Albert J. Ochsner, M.D., Editor, 

Chicago: The Year Book Publishers, 1924. 

This compact little book, edited by A. J. Ochsner, which, 
with its various contributors, gives us a fairly complete 
review of a large part of the past year’s important litera- 
ture of clinical surgery. Each individual field of surgery 
has been reviewed in some detail, beginning with the types 
of anesthesia, pre-operative and post-operative care, the 
various types of new instruments, and the surgery of the 
individual parts of the body. 

In the latter division, especially, has a lot of stress been 
laid on certain methods now used for obtaining relief 
through surgical interference, such as the proper time to 
operate in diseases of the thyroid, the method of thora- 
coscopy of Jacobeus and the further treatment of various 
types of fractures. M. W. Avserts, M.D. 








FOR RENT—Offices for physicians and dentists, 2400 
Hennepin Avenue, Minneapolis. Steam heat. 
low. Apply at corner store. 


WANTED—Position in Physician’s Office by Registered 
Nurse. Seven years’ experience. Can keep books and 
manage office. Address Helen J. Cribb, care of Dr. R. E. 
Farr, 306 Physicians and Surgeons Bldg., Minneapolis. 

FOR SALE—Bausch and Lomb microscope in excellent con- 
dition, with case, $95.00. American hemacytometer with 
Levy double counting chamber, in case, $15.00. Address 
C-50, care of Minnesota MeEpIciNe. 


SECRETARY-STENOGRAPHER desires position in_hos- 
pital, clinic or doctor’s office. Five years’ experience in 
medical and surgical dictation. References furnished. 
Address C-38, care MINNESOTA MEDICINE. 


LABORATORY POSITION WANTED — Well. trained 
graduate technician wants position in hospital or clinic. 
Capable of doing Blood Counts, Urinalysis, Wassermann, 
Blood Chemistry, Bacteriology, Milk and Water Analysis, 
and all clinical microscopy. Available at once. Write 
Agnes Thielen, 842 Juno Street, St. Paul, Minn. 


FOR SALE—General practice, surgical instruments and 
office equipment in good live city of 12,000 inhabitants, 
near Twin Cities. Exceptional opportunity. Death of 
physician reason for selling. Address C-39, care MiNNE- 
soTa MEDICINE. 

DOCTORS ATTENTION 
North Central Wisconsin—10-room modern home with 
room for 4 rooms on third floor, nice grounds, centrally 
located, town -of 1,800, needs hospital; good opening for 

Physician and Surgeon. $3,000 cash required. Investigate 

this at once. 


Rent very 




















ACKER & BANKER 
822 Guardian Life Bldg. St. Paul, Minn. 


WANTED-—Salaried appointments for Class A physicians 
in all branches of the medical profession. Let us put 
you in touch with the best man for your opening. Our 
nation-wide connections enable us to give superior ser- 
vice. Aznoe’s National Physicians’ Exchange, 30 North 
Michigan Ave., Chicago. Established 1896. Member 
The Chicago Association of Commerce. 


COLLECTION SERVICE — American Medical Board of 
Adjustors, First National Bank Building, Chicago. Guar- 
anteed Delinquent Collection Service, anywhere U. S. A. 
(Medical profession exclusively). Debtors pay you 
direct. Litigation avoided. Adjustments encouraged. 
No “Agency” methods. Financially responsible. WRITE! 

FOR SALE—Haldane Basal Metabolic Machine; includes 
three Haldane units, motorized, on stand, tank separate. 
Will sell very reasonable. A. G. Stasel, Business Man- 
ager, Nicollet Clinic, 1009 Nicollet Avenue, Minneapolis, 
Minn. 

FOR RENT—Two desirable outside rooms for physician 
or dentist in Lowry Bldg., St. Paul. May be seen any 
week day. Address C-49, care Minnesota MEDICINE. 














I HAVE a desirable property in a quiet location, suitable 
for a Rest Hospital or Sanatorium, large residence, near- 
ly % acre of shaded space, vicinity of Longfellow Gar- 
dens. Price low, easy terms. F. S. Martin, 2325 Girard 
Ave. So. 

WANTED IMMEDIATELY—For temporary or permanent 
work, graduate M.D., capable and desirous of advance- 
ment, with clinical group as assistant in surgical and 
general work. A future for right man. State experience, 
ability, nationality and salary expected to start. Address 
C-42, care Minnesota MEDICINE. 








WANTED—Internist and pediatrician in a Minneapolis 
clinic. Address R-114, care Minnesota Mepicrne. 





OFFICE FOR RENT—One, two, up te seven room suites. 
$25.00 per month and up. In modern fireproof building 

Large windows facing east or south 
on corner of 19th and Central Avenue N. E. Especially 

- suitable for Physician or Dentist. -J. B..Martinson, 1900 
Central Avenue, Minneapolis. Dins. 3058. 


* on second floor. 








OFFICE SPACE for rent in new downtown building with 
a group of physicians. New X-ray and Clinical Labora- 
tory. ‘Two rooms and common waiting room; -$50 to 
$65 a month. Free parking space for your own and 
patients’ automobiles. Pediatrician and internist de- 
sired. Address C-37, care Minnesota MEDICINE. 





WANTED — Internist to join central Minnesota group. 
Must have some 
Address 


Northwestern or Rush man preferred. 
general practice and post graduate foundation. 
C-41, care Mivnesota MepIcINE. 





GENERAL LABORATORY and expert teclinician ‘with 
nine years’ experience wishes position with hospital or 
clinic, preferably in Minnesota. Address No. A-120, 

care Minnesota MeEpIcINE. 





